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THE STEVENS CLINIC—FALL RIVER, MASS. 


By WARREN C. HILL, KENDALL Taytor & Co., ArcHITEcTS, Boston, Mass. 
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HE “Stevens Clinic,” completed and occupied outgrown their former quarters in the main build- 
in 1917, is a pavilion of the Union Hospital in ing. The building was named by the donor, the 
Fall River, Mass., housing departments that had widow of the late Frank S. Stevens of Fall River, 














of the Stevens Clinic from the southeast 
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Another view from the southeast, showing the “‘set back” fea- 
ture of the balconies. 


in memory of her husband. The Union Hospital 
as now organized has been in existence over 
twenty years, and its early history is not unlike 
that of many similar institutions. Starting, as 
is so often the case, in an old mansion which in 
a short time proved inadequate, the present group 
of fireproof buildings was built in 1908, and was 
believed to be large enough to meet all require- 
ments for many years. Within a very few years, 
however, it was found impossible to meet the con- 
stantly increasing demands for hospital service 
without additional space. Several plans were 
studied. The present scheme was made possible 
by the generous gift of Mrs. Stevens. 

The hospital has been exceedingly well man- 
aged from both the medical and business sides. A 
remarkably low mortality evidences the high type 
of care given its patients, and until the recent 
era of high prices, in which the purchasing value 
of the dollar has shrunken so notably, its annual 
accounts have been closed without deficits and 
with large credits charged off to patients unable 
to pay for treatment and care. 

Among the many good and novel features of 
the building, some of which were recently touched 
upon in these columns (Vol. 12, p. 429), are the 
open-air balconies. These had a considerable in- 
fluence in determining the plan of the building, 
and are arranged to provide for open-air treat- 
ment for patients the year around. The success 
of the treatment has been a great satisfaction to 
the trustees. 

In order to meet the increasing demands for 
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hospital service, the trustees and achitects had 
to consider the fundamental needs for new quar- 
ters for out-patients, which should not only pro- 
vide for present day needs, but for future growth, 
in so far as a careful survey could determine 
it, and for provision for x-ray patients, both in 
and out. All these facilities had to be readily 
accessible to the public. Better subdivision, and 
observation or admitting rooms for children were 
in more senses than one a crying need; the de- 
mand for private rooms was greater than the 
hospital could meet; larger wards for both men 
and women were required for “peak loads,” with 
better subdivision and classifications. Of course 
the maternity department needed more room. 
Where is the hospital which does not face this 
demand? Then, the nurses’ home had been out- 
grown, so had the laundry and the dining rooms; 
more space for the accommodation of visitors and 
for administration purposes was necessary. The 
only services that stood the strain of the rapid 
development were the kitchen and the boiler 
room. They were planned, fortunately or by acci- 
dent, far in excess of even the present day needs. 


Why This Type of Building Was Selected 


It may be of more interest to read, not what 
was done to remedy the above—this can be seen 
from the plans,—but why it was done, and with 
the definite requirements given, it would appear 
to be a comparatively simple task. 

In studying the difficulties and their solution, 
the architects had the active assistance, advice, 
and counsel of Mr. Richard P. Borden, formerly 
president of the hospital, and for years actively 
interested in its work and development. Mr. Bor- 
den, as a lawyer, is accustomed to apply to the 




















The women’s ward, second floor 


study of every problem confronting him the test 
of a logical conclusion. This fact is known and 
appreciated through his work as a trustees of the 
American Hospital Association. 

The amount of time spent by Mr. Borden and 
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the architects on the problem is unbelievable, but 
no amount is too great for such questions—they 
are too vital, and haste should not be the deciding 
factor in building, no matter how pressing the 
need. 

In the earlier studies, in view of the restricted 
land then belonging to the corporation, every 
consideration was given to the advisability of add- 




















The waiting room on the first floor. 


ing another story to the wings already built. This 
was abandoned as inexpedient from several points 
of view, one of which was the excessive cost, and 
another, the determining factor, was that, when 
done, this would not adequately provide for the 
out-patient service. Another generation may build 
upon the old walls, if necessary, as provision was 
made for such a story. 

The purchase of land to the west of the main 
building was seriously considered and sketches 
were made for a continuation of the main build- 
ing and a third wing running south, parallel with 
the other two. The owner of the land was either 
avaricious or not anxious to sell, hence the idea 
was abandoned as impracticable. Ultimately, ad- 
ditional land on the northern side of the hospital 
was deeded by the neighboring owner, which 
made possible additions to the laundry, the 
nurses’ home, and the erection of the Stevens 
Clinic. 

The additions to the laundry and to the nurses’ 
home were completed and occupied long before 
the Stevens building, which from various causes 
was delayed in completion for several months. 


Relative Location of the Building 


The location of the building was decided upon 
by a consideration of the lighting of the first 
story, where the out-patient department -rooms 
are located, to which it was desired to admit the 
sunlight. As this building is north of the main 
hospital, this involved a study of the angle of 
shade from the other hospital. Inasmuch as the 
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axis of the new building must run east and west, 
it made the problem of providing balconies for 
outdoor treatment a difficult one, but it was finally 
solved by setting back the south wall in each suc- 
cessive story, thus avoiding the strong shadows 
and restriction of air circulation which would 
have resulted from the ordinary balcony construc- 
tion. The idea is not new, has been used in hos- 
pitals and apartment houses abroad, and in some 
hospitals in this country, but has not been carried 
out as in this instance, in any other institution 
known to the writer. 

The general type of building, its location, and 
the perimeter of each story having been thus arbi- 
trarily determined, the adjusting of the several 
units of varying sorts and requirements was un- 
dertaken. It was not unlike putting together a 
cut-up picture puzzle; there were times when no 
piece would seem to fit, but eventually all found 
their allotted place. 

As an academic plan laid out on axes and cen- 
tering upon given points, the plan may seem to 
be erratic and unsuccessful, but as a means to 
an end, many ends in fact, it has admirably ac- 
complished the purpose for which it was built. It 
is convenient, workable, and economical. 

A tunnel which provides for piping service, and 
serves as a passageway for use in bad weather, 
connects the Stevens Clinic with the older build- 
ing. In addition, there is a bridge at the second 
floor. This serves as the patients’ entrance, inas- 
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View, looking west on the third floor balcony. 
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much as admission to the 
new pavilion is through 
the main building. A 
tunnel also connects with 
the nurses’ home and 
laundry to the west. 

The ground floor pro- 
vides the needed enlarge- 
ment of the x-ray depart- 
ment, an autopsy and 
laboratory, also the plas- 
ter room, shops, and 
other work rooms used 
in connection with the 
orthopedic work. The 
hydriatic room is of dem- 
onstrated value, but the 
“D.T.” department, for- 
tunately, has now be- 
come a space for which 
there is little use, for 
this purpose. The gym- 
nasium is not yet equipped for its ultimate use. 

The first floor is devoted entirely to the out- 
patient and the social service departments. The 
second floor provides additional wards available 
for any use. The supervisor in charge of the sev- 
eral floors has an office here. Here, too, the food 
service is brought through the bridge from the 
main building and is passed by way of the elec- 
trically controlled lift up to the floors above. 

In the third floor are additional rooms for pri- 
vate patients, each, with but two exceptions, has 
direct access to the balcony. Each room, also, 
has its individual toilet room; baths were not 
considered necessary and have not been provided. 

The fourth floor houses the children, and is the 
most interesting, to many of us. Five single 
rooms give ample opportunity for observation, 
isolations, and dressings. Rooms, suitably iso- 
lated, are also provided for the care of tubercular 
cases. The balconies are amplified by the garden 
on the fifth floor, used in seasonable weather. In 
the northeast corner of the fifth floor are three 
rooms, toilet and sitting room for interns—ex- 
tremely pleasant quarters, with a wide outlook 
over southeastern New England. 

One may question the value of a building of 
this type for general adoption, but it has proven 
well adapted for the conditions existing in this 
hospital, and for this particular site, and has sat- 
isfied those responsible for its adpotion. An in- 
teresting paper on this style of building was read 
in 1909 before the convention of the American 
Hospital Association, and is reprinted in Volume 
XI of the Association’s reports. The conclusions 
arrived at in this article as to the advantages of 








A private room, third floor 
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this type of building are 
for the most part true; 
but any statements sug- 
gesting that this type of 
building is cheaper than 
the straight wall con- 
struction are disagreed 
with. In this particular 
instance and at the time 
the building was con- 
tracted for, prices were 
relatively very low; dur- 
ing the progress of the 
work materials and men 
became difficult to obfain, 
owing to the exigencies 
of the war; hence the de- 
lays referred to. It is 
probable that the various 
contractors might, in 
normal times, have left 
the job with a_ small 
profit, and the cube foot result compared favorably 
with the cube cost of other buildings for similar 
use built about this time. As it was probably no 
one contractor got a new dollar for an old one, 
except the metal lath contractor, who admits mak- 
ing a profit of fifteen dollars! It was not the 
owners’ fault, certainly, for they were long-dis- 
tance victims of affairs across the water. 








Cubic Foot Cost Extremely Low 


The cubic foot cost was astonishingly low, for 
erection, heating, wiring, plumbing, elevator and 
lift, lighting fixtures, ice machine, window shades, 
and architects’ commissions but 35 cents, and this 
includes the bridge and tunnels. It is the archi- 
tects’ belief that the “set back” feature, properly 
done, adds not less than 10 per cent to the cost of 
the structure in so far as the erection is concerned, 
whether the basic prices for labor and material 
remain as they are now or revert to pre-war 
prices. 

There is nothing particularly difficult about 
such a project from the engineering point of view; 
special lateral supports must be provided for the 
set-back walls, and these loads in turn must be 
properly taken care of. The balconies must pitch 
inward to special roof boxes, in order to facilitate 
drainage. 

The plumbing required considerable involved 
study and careful laying out for the toilets on the 
third floor and for conductor piping. In order to 
do away with a clear story above the upper roof, 
space was provided between the ceiling of the 
children’s floor and the roof garden, and in this 
space all of the plumbing vent pipes were drawn 
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together for continuation through and above the 
roof garden space. All of the room ventilation 
piping in galvanized iron ducts was drawn to- 
gether in this space, and to avoid long runs, was 
split into two sections, east and west, with sepa- 
rate stacks in each, one for the patients’ rooms 
and one for the toilets, work rooms, etc. Air is 
exhausted by four fans throwing foul air far 
above the garden. These fans are all controlled 
from the supervising nurses’ station in the second 
floor. Heat is by direct radiators, vacuum system. 

Patients’ rooms, private or wards, are excep- 
tionally cheerful and bright, even on dull days, 
due not only to their being constructed to receive 
all the daylight possible, but to the color scheme 
on the walls as well. The private rooms are well 
but not extravagantly furnished, and appear more 
like fair sized rooms in a modern hotel,—so little 
is the impression of a hospital conveyed to the 
occupant. 

Awnings serve as protection in rainy or ex- 
tremely hot weather, and on the outer edge of 
the balconies are flower boxes which, in addition 
to adding to the attractiveness, serve also as a 
screen for the floor below. The plants are kept 
watered by a continuous perforated brass pipe 
running full length of the boxes, controlled sepa- 
rately from each floor within the building. 

The building is of fireproof construction; wood 
is used only for the flush doors and the door 
frames, which are of ash, finished in a very pleas- 
ing gray. The floors of patients’ rooms are of 
linoleum, standard 14-inch brown battleship, as 
are also several of the rooms in the out-patient 
department. Other rooms, except on the ground 
floor, where granolithic floors were used, are of 
white marble terrazzo. The bases are 6 inches 
high and coved. 


Equipment Complete 


The equipment is quite complete. 
and lifts are of the electric automatic type. Light- 


The elevator 


ing fixtures are of special pattern. The work 
rooms and diet kitchen are particularly well 
equipped and convenient; the steam tables in- 
stalled in the latter are particularly novel and 
interesting. The nurses’ stations have within the 
enclosure, which is of glass above the countershelf 
level, a lavatory, medicine closet, the linen supply 
for the day, and a toilet room exclusively for the 
nurses. The central linen room is on the ground 
floor, and the supply for the whole institution is 
kept here. There is a special electrically illumi- 
nated signal service for doctors, interns, and 
nurses, which is operated from the main building. 
The morgue has a columbraium and a refrigerat- 
ing machine for cooling purposes. The dental 
clinic is the most complete the writer has ever 
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seen. To repeat all of the features is to give a 
history of any modern, up-to-date hospital. 

The building is of brick, except the fourth floor 
bay and bridge, which is of stucco; artificial stone 
trimmings were used, and the balcony and roof 
garden are laid in quarry tile. In the second 
and third floors, the set-back for balconies is 8 
feet; in the fourth floor it is but half the dis- 
tance, and the width of balcony is obtained by 
a cantilever of nearly equal width. The balconies 
on this floor are, in addition to the high railing 
on all balconies, further protected by 6-foot 
grilles. This in case a child’s simian instincts 
overcome its judgment. 

Doubtless, looking at the drawings and photo- 
graphs, many questions will enter the reader’s 
mind as to why this or that was done; as there 
is a good and sufficient reason for each and every 
feature of this building, it seems much wiser, 
rather than fill the columns of the periodical with 
possibly tiresome reasons, to suggest to those in- 
terested that they write to the architects. Any 
such persons may be assured they will be cheer- 
fully and fully informed on any obscure points 
not covered in this article. 





KANSAS A HEALTH RESORT 


Kansas Health Figures for 1919 points out the fact 
that Kansas may go out and do some special advertising 
as a health resort. Dr. S. J. Crumbine, secretary of the 
state board of health, took the Kansas health figures for 
1919 and made some interesting comparisons with the 
records of the government’s registration area, covering 
those states where the death reports are regarded as ab- 
solutely acurate. 

Improved sanitary conditions, anti-typhoid vaccination, 
and the vigorous preaching of common sense health rules 
to young mothers through the child hygiene bureau are 
given credit for the slumps in the typhoid and enteritis 
death rates. 

The Kansas death rate from tuberculosis, heart disease, 
Bright’s disease and even cancer is below that of the 
registration area by a considerable margin, and has been 
for several years. The rate is figured on deaths to every 
hundred thousand of population, and Kansas reported 
112.4 for organic heart disease while the area reported 
153.2. On tuberculosis Kansas showwed a rate of 58.6 
while the registration area reported 146.4. 

For years Knasas was lagging behind the other states 
in the fight on typhoid fever. In 1917, the Kansas death 
rate was 19.2, while the registration area rate was 13.4. 
But last year the Kansas rate dropped to 7.7. 

“Army training, typhoid vaccination, and a better gen- 
eral understanding of the necessity of sanitary conditions 
were the big factors in cutting down the typhoid rate,” 
said Dr. Crumbine. “For years the typhoid death rate 
in Kansas was really somewhat of a disgrace. It seemed 
as if we just couldn’t cut it down. 

“The enteritis deaths, among infants less than two 
years old, always had been too high, but that condition 
prevailed over the entire country. Kansas was no excep- 
tion. The number of deaths of infants from this cause 
has been almost cut in two in the last two years.” 
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THE BUREAU OF WAR RISK INSURANCE: HOW IT AIDS 
THE DISCHARGED SOLDIER 


By Our SPECIAL WASHINGTON 


AN IMMENSE TASK 


How is the sick and disabled soldier, 
sailor, and marine taken care of by the 
Government after his discharge? 


What does the War Risk Insurance Act 


HERE are so many 

interesting develop- 
ments in which the med- 
ical profession is inter- 
ested, following in the 
wake of the war, that it 
seems to your special 
Washington correspond- 
ent that an excellent op- 
portunity is here pre- 
sented to bring the read- 
ers of THE MODERN Hos- 
PITAL in touch with a gi- 
gantic work which is 
bearing an intimate rela- 
tion to the future wel- 
fare of thousands of 
Americans who _ served 
in our army and navy in the great war. The Gov- 
ernment has many agencies working upon this 
broad problem, each one touching it at some dif- 
ferent angle. Sometimes in the course of their 
work, they touch it at the same angle, and in 
certain instances their efforts even overlap. This 
condition, however, is rapidly changing. The 
chaos of a few months ago is giving way to accu- 
rate organization, the line of demarkation is being 
drawn between the various Government agencies 
at work, yet ail of them are being coordinated into 
an efficient, harmonious machine. Through it all, 
there runs a new spirit,—a spirit of broad and 
sympathetic humanity. To one who has become 
familiar and disgusted with the old red tape, fos- 
silized methods of the paleolithic Washington offi- 
cial, this change is refreshing. When new situa- 
tions arose, this type invariably retreated to his 
cave growling the while, “It can’t be done.” The 
men who are doing the work which is about to be 
described, meet the problem with the glad cry of, 
“It can’t the done, but it must be done, and we 
will do it.” 

The War Risk Insurance Act provides that, in 
addition to compensation, persons injured in the 
active military and naval service of the United 
States shall receive Governmental medical, sur- 
gical, and hospital services, including supplies and 
artificial limbs, trusses, and other appliances as 
may be useful and reasonably necessary. Upon 
the basis of a physical examination which deter- 
mines the condition of claimant, compensation is 
awarded, but no compensation is granted unless 


provide ? 


ants expedited? 


How is the work of the chief medical ad- 
visor in handling the multitude of claim- 


How is the degree of disability which the 
claimant has received as a result of mili- 
tary service estimated? 


What is the basis of compensation allowed 
the claimant under the present law for 
temporary and permanent ratings? 


CORRESPONDENT 


the disability is in excess 
of 10 per cent. Deter- 
mination of the degree 
of disability, the neces- 
sity or extent of treat- 
ment required, the fur- 
nishing of prosthetic ap- 
pliances such as artificial 
limbs, and the solution of 
a myriad of coordinate 
problems, is the function 
of the Chief Medical Ad- 
visor of the Bureau of 
War Risk Insurance. The 
medical personnel of the 
Bureau of War Risk In- 
surance is provided by 
the United States Public 
Health Service, and the Chief Medical Advisor 
and his assistants are commissioned officers de- 
tailed from that service. Not only does the Sur- 
geon General of the Public Health Service supply 
the necessary personnel for the operations in 
Washington, but, as will be presently shown, for 
the conduct of the work in the field as well. 

The Chief Medical Advisor, then, carries on his 
operations under the aegis of the Director of the 
Bureau of War Risk Insurance. Some idea of 
the magnitude of the task which confronts the 
former official may be grasped from the fact that 
his offices occupy almost the entire eighth floor 
of the New Arlington Building in Washington. 
Perhaps the easiest way to understand the man- 
ner in which the Medical Division conducts its 
work is to go to the room into which come the 
cases, and to follow a few of them through the 
respective sections of the medical division. Let 
it be first explained that a case is not a person, 
but a red fiber jacket containing all the papers 
relating to a given claimant’s case. These arrive 
in hand trucks at a large room where they are 
sorted and arranged for distribution to various 
sections of the medical division. These sections 
are: general medicine; general surgery; tubercu- 
losis; neuro-psychiatry; prosthetics; eye, ear, 
nose, throat, and dental; and a miscellaneous sec- 
tion. Every time one of these jackets passes 
through the division for action, it is counted as 
a case. An average of 5,500 cases are handled 
every day, the maximum number being 7,500. 
Sometimes the jacket contains nothing but the 
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claimant’s original letter, in which he is just 
starting his claim. In such an instance, the case 
is merely referred to the district supervisor in 
order that a physical examination may be secured. 
Let us step aside at this point to say that the 
Surgeon General of the United States Public 
Health Service has divided the continent of the 
United States into fourteen districts. He has 
placed an officer in charge of each. This officer 
is known as the District Supervisor. Under him 
are supervisors tor the various states, and at 
convenient points there are medical ofticers, hos- 
pitals, and a corps of part and full time con- 
sultants. In addition to the field force, there is 
a body of men scattered throughout the country 
known as “designated examiners.” These are ap- 
pointed by the director of the Bureau of War 
Risk Insurance upon the recommendation of the 
district supervisor and the approval of the Sur- 
geon General. These men operate on a fee basis. 
The claimant whose file we have just looked into, 
is requested by the District Supervisor to present 
himself for physical examination at a certain 
point. His travel expenses to and from his home 
and while undergoing examination are paid by 
the Government, as is also any loss in wages in- 
curred by him during this time. When he pre- 
sents himself for examination, the claimant is 
gone over with very great care. Should it appear 
that an x-ray or an examination in the hands of a 
specialist are necessary, such services are secured. 
In other words, an endeavor is made to place 
in the records every fact which will prove of 
value in the just adjudication of the claim and 
the application of such necessary treatment. 


Method of Rating Cases 


All of the data which is secured by the physical 
examination, is forwarded to the Chief Medical 
Advisor, and finds a place in the claimant’s red 
fiber jacket. Once again this case comes to the 
mail and files room and travels out to the section 
having charge of that class of patient. The 
time has now arrived for rating the case. This 
consists in estimating the degree of disability 
which the claimant has received as the result of 
military service. Let us step aside again to re- 
mark that the law pre-supposes that the man was 
accepted and enrolled for service in a sound con- 
dition, and that compensation and treatment shall 
be given in those cases in which the disease or 
injury was received or aggravated in line of duty. 
It must be apparent that it is impossible as well 
as improper to draw a hard and fast line between 
those diseases and conditions which are directly 
traced to military service, and those which appear 
subsequent to discharge. Many times the original 
injury or disease is being aggravated by some 
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subsequent condition, and in such cases, it is held 
that the condition should be treated. The ques- 
tion now to be considered is the disability rating. 
Disability ratings may be permanent total, per- 
manent partial, temporary total, or temporary 
partial. The amount of compensation and the 
length of time which it shall cover, depends upon 
the medical evidence as to the time of receipt and 
the degree of disability. The law provides that 
“a schedule of ratings of reductions in earning 
capacity from specific injuries or combinations 
of injuries of permanent nature shall be adopted 
and applied by the bureau. Ratings may be as 
high as 100 percentum. The ratings shall be 
based as far as practicable upon the average im- 
pairments of earning capacity resulting from 
such injuries in civil occupations and not upon 
the impairment in earning capacity in each in- 
dividual case, so that there shall be no reduction 
in the rate of compensation for individual success 
in overcoming the handicap of a permanent in- 
jury. The bureau shall from time to time read- 
just this schedule of ratings in accordance with 
actual experience.” It is thus seen that a ditch 
digger who loses his right index finger in the 
Argonne receives compensation at exactly the 
same rate as the “swivelian” who loses his right 
index finger from a pin prick received at his desk 
in Washington. 


Table of Disability Ratings 


The preparation of the table of disability rat- 
ings was, of course, an Herculean task. For this 
purpose, the Chief Medical Advisor and a board 
of officers went over all of the injuries and com- 
binations of injuries which may be considered as 
possible. After the table was completed it was 
compared with those of Canada, Great Britain 
and France and submitted to a number of recog- 
nized experts in the several branches of medicine 
and surgery for their criticisms and advice. 

It is not practicable or advisable to undertake 
or give here the entire table of ratings, but it 
may be pointed out that the traumatic psychoses, 
without brain injury, are rated as temporary 
total, while the senile psychoses are rated as per- 
manent total. Peripheral nerve injuries are rated 
according to sensation loss, compression, irrita- 
tion, or interruption. Ratings for loss of limbs, 
or parts thereof, depend first of all upon whether 
or not they are major or minor limbs. For ex- 
ample: in a right handed man, the right arm 
would be a major. Loss of the major thumb is 
given a disabilty rating of 22.5, while a minor 
thumb is rated at 0.19. In bilaterial injuries 
which involve the loss of some function, 0.20 of 
the per cent of the disability existing is to be 
added for the combination. 
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With this schedule at hand, the medical officer 
carefully reviews all of the evidence in the jacket 
and decides, first of all, whether or not the rat- 
ing to be given shall be permanent or temporary ; 
next, whether it shall be total or partial, and if 
partial what per cent of the total it shall be. This 
rating furnishes the evidence upon which the 
compensation and claims division is to base the 
amount of compensation which is to be allowed. 


Basis of Compensation 


Stepping aside again, it is of interest to note 
that the present law makes the basis of compen- 
sation for temporary ratings $80 and for per- 
manent ratings $100. Additional amounts are 
allowed on temporary ratings for married men, 
and this in turn is modified by the number of 
children which the claimant may have. Special 
allowances are also made in the law for special 
very serious conditions. Under legislation, 
which was passed by Congress last December, the 
allowances for special conditions, such as the loss 
of both feet, both hands, or both eyes, are 
doubled. 

Under the new law, men who are accepted 
by the draft, and were not enrolled for active 
service after reporting to camp, are held to 
be eligible to compensation for diseases or in- 
juries aggravated by or growing out of service. 
This is but just since there were many men who 
were accepted by the draft board in the mid-sum- 
mer of 1918, sent to the camp, contracted in- 
fluenza, and either died or were seriously injured, 
before there was an opportunity for their being 
enrolled into active military service. 

After the case has been rated, it is returned 
to the Compensation and Claims Division. If a 
permanent rating has been given, it may not be 
necessary for the medical division to handle the 
case again for some time. When it is necessary 
to make the re-examinations they are referred to 
the district supervisor in exactly the same way as 
in the original instance. 

The basic idea in creating the districts and ap- 
pointing the supervisors thereto has been to limit 
the number of contacts which the discharged sick 
and disabled soldiers, sailors, and marines are 
obliged to make. In furtherance of this policy 
the Surgeon General of the Public Health Service 
has made arrangements with the Vocational 
Board, whereby the district supervisor will act 
in a medical and surgical capacity for those bod- 
ies. It is thus seen that for a claimant to receive 
compensation, vocational training, or medical 
treatment, it is only necessary for him to get in 
touch with his district supervisor, since this 
official discharges the same function for the 
United States Public Health Service, the Bureau 
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of War Risk Insurance, and the Federal Board 
for Vocational Education. 


Claimant Receives Expert Care 

Should it be necessary for a claimant to be 
fitted with an artificial limb, an expert fitter, who 
is detailed to the District Supervisor, will visit 
him at his home, make the cast and the necessary 
measurements, and when the limb has been com- 
pleted, he will take it to the claimant’s home and 
there carefully fit it. From time to time the fitter 
will examine the limb to see that it is working 
properly. He also gives expert training in the 
manipulation of this apparatus and makes such 
repairs as are necessary. 

In the case of artificial eyes, special eyes 
are provided in every case. Sometimes it 
is necessary to send the claimant to _ spe- 
cial glass eye blowers in order to make an 
eye which will fit an unusual socket. Two eyes 
are also furnished, so that in case one is broken, 
the claimant will not be left without this very 
necessary piece of prostetic apparatus. Dental 
work is done whenever necessary, it being be- 
lieved that an economy will be effected both to 
the claimant and to the government by having 
his dental apparatus put in good condition now. 

The Public Health Service has already created 
a considerable number of special institutions in 
addition to its chain of hospitals; these include 
tuberculosis sanatoriums, psychopathic hospitals, 
and a home for epileptics. That service has also 
provided means for occupational therapy. 

The work which has just been described is, of 
course, in its infancy. The demobilization of the 
army is just drawing to a close; a large number 
of men are now returning to their homes, who, 
before long will require institutional or other 
care. 

The description which is given above may ap- 
pear to the reader to be rather sketchy, but to 
undertake to give a full and accurate picture of 
what is going on would necessitate the employ- 
ment of the entire space of THE MODERN Hos- 
PITAL for several issues. Suffice it to say, that 
the work is being well and accurately done in a 
broad and sympathetic spirit, and with a full 
realization of the magnitude and complicity of 
the problem. 





“Uncle Eph” had long boasted that he had never needed 
the services of a doctor, but now he was ill and his neigh- 
bor felt that the time had come when a physician should 
be called. 

“Come, now, Uncle Eph,” said she, “we will call whom- 
ever you wish—you know there’s a good homeopath and 
there’s a new doctor—an osteopath. Now who'll you 
have?” 

“Wall,” drawled ‘Uncle Eph,’ “I dunna ez it matters — 
they do say that all paths lead to the graves.” 
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THE CARNEY HOSPITAL OBSTETRICAL DEPARTMENT 


By FREDERICK W. JOHNSON, M.D., F.A.C.S., GYNECOLOGIST IN CHIEF, CARNEY HOSPITAL, BosTON, AND LOUIS 
E. PHANEUF, M.D., GyYNEcoLoGIsT, CARNEY HOosPITAL, BosToON 


iim need of an obstetrical department has been 
keenly felt at the Carney Hospital for a num- 
ber of years. In the spring of 1919 preparations 
were made to establish such a department, and the 
arrangements were completed September 1, 1919, 
when the department was formally opened for 
patients. 

As the gynecological service had previously 
cared for the emergencies which were admitted, 
it was decided to have the maternity combined 
with and under the supervision of the gyneco- 
logical department, which utilized half of the fifth 
floor, the remaining half being devoted to another 
class of patients. In the reorganization the com- 
bined department was given the whole fifth floor, 
thereby devoting this floor exclusively to condi- 
tions peculiar to women. It is of distinct advan- 
tage to have the maternity located on one of the 
upper floors, because of the quietness it insures 
the convalescing mother. 

Twenty beds have been assigned to the obstet- 
rical department, divided between private rooms, 
private wards, and one general ward. Private 
patients, as well as hospital patients, are ad- 
mitted. 

There are two main halls, one running from 
north to south, the other from east to west. Lead- 
ing from the halls are the various rooms. The 
halls have polished floors with the exception of 
a rubber matting about four feet wide running 
along their center. 

As one enters the maternity department one 
finds to the right of the corridor the diet kitchen, 
in which trays as well as liquids are prepared. 











The roof of the Carney Hospital provides ample accommodations. The 
open air method of treating sepsis is practised here. 


On the same side are also found two private rooms 
each having two beds. These rooms overlook Bos- 
ton Harbor on the east. The bath room is situ- 
ated on the left hand side and is of modern type, 
with floors and walls of white tiling. Correspond- 
ing to the right side of the hall we find two more 
private rooms of the same bed capacity. These 
overlook the city on the west. A large closet for 
the storing of the linen for the private rooms and 
wards is located in the middle of this corridor. 
Having reached the second hall, which runs in 
a direction opposite to the first, the plan of the 
maternity being T-shaped, on turning to the left 
we notice the nursery, which was furnished 
through the generosity of the alumnae of the 
Training School. The nursery is large, airy, well 
lighted, well ventilated and well heated. It takes 
up the southwest corner of the building and re- 
ceives sunlight most of the day. The closet for 
the nursery linen is found on the left as one en- 
ters. Arranged around the room are seventeen 
white cribs standing two feet from the floor, each 
draped with Turkish toweling to keep out all 
drafts. A large white table in the center of the 
nursery serves the double purpose of holding the 
baby scales, as well as all articles in constant use 
during the day. About this table are arranged 
white chairs and a receptacle for baby clothing. 
The labor room may be entered from the nurs- 
ery or the main hall. Patients in labor, and 
awaiting delivery, find this a comfortable place 
for such a trying time. A comfortable bed, small 
table, two chairs, a closet wherein the linen for 
the delivery and waiting rooms is kept, and a 














The nursery, showing the white cribs draped with Turkish toweling 


to keep out all drafts. 
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cabinet containing all the sterile goods form the 
furnishings of this room. 

The surgeons’ dressing room takes up the space 
between the labor room and the delivery room. 

The delivery room is in the northwest corner 
of the department. It has an abundant supply 
of daylight and is also well lighted artificially. 
Thus the work is made easy day or night. The 
bed used for deliveries is of the type used in 
modern hospitals, and is more comfortable to the 
patient than a table. This bed is supplied with 














The delivery room, showing the completeness of the equipment. 


uprights for the lithotomy position. On the left 
of the bed are two white metal tables on which 
are kept the sterile goods, suture material and 
solutions needed for immediate use. Next to the 
tables and close to the wall there is a large radi- 
ator near which is placed the crib which receives 
the newborn babe. This was so arranged in order 
to prevent any possibility of a markedly lowered 
temperature following birth. The baby is kept 
here until tagged and ready for the nursery, where 
the oiling and bathing are performed. Another 
table on the right is draped to receive the neces- 
sary instruments for operative deliveries as well 
as the necessary material for the primary repair 
of injuries to the birth canal. At the left are the 
basins and solutions for the preparation of the 
obstetrician’s hands and forearms. The instru- 
ment case appears against the wall to the left of 
the delivery bed. This is well stocked with the 
instruments required for all obstetric operations. 
Many of these instruments were made to order. 
Close to the door leading to the lavatory we find 
another table, on which sterile gloves and gowns 
are kept on hand. 

In the lavatory we find two wash stands sup- 
plied with hot and cold water, and the modern 
sterilizers which consist of tanks for hot and cold 
sterile water, a large square sterilizer for pans, 
basins, pitchers, and another for instruments, 
with a separate compartment for gloves. The 
gloves are sterilized by the wet method. 
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We then find the utility room, which connects 
with the lavatory. Here all kinds of cleaning, pre- 
paring and finishing of treatments are carried on. 
A corner of the utility room is devoted to the 
bedpan hopper and sterilizer. Each pan is steril- 
ized by steam after use, thus preventing the pos- 
sibility of infection from one patient to another. 
A small closet in which all cleaning implements 
are concealed completes the arrangement of this 
room. 

The medicine closet, the back entrance, closet 
for supplies, extra blankets, and books, are lo- 
cated back of the desk in the center of the hall. 

Further down the hall we find a private ward 
of three beds, while opposite this, a general ward 
of seven beds is located. A large private room 
in the northeast corner and overlooking the roof 
completes the floor. This room may be readily 
converted into a private ward if necessity de- 
mands it. 

The roof is by no means a minor addition to the 
department. Everyone who has had experience 
with the open-air method of treating sepsis is 
thoroughly convinced of the efficacy of the method. 
While cases of severe sepsis are practically un- 
heard of in the modern maternity, there are many 
cases admitted from outside sources demanding 











A large ward in the Carney Hospital. 


this form of treatment. The roof will easily ac- 
commodate ten beds. The beds can be rolled out 
with ease and as readily taken in for treatments, 
thus the patient can spend most of her time in 
the open air. 





Experience the Best Teacher 


Experience is the best teacher; and personal experience 
makes the strongest impressions; but the accumulated ex- 
perience of many, reinforced by personal experience, is the 
best of all. A group of doctors meet. One says, “I had 
a case like this and it progressed thus and ended thus.” 
Another says, “I also had a case like this, etc.,” and so 
say several others. Finally, as the facts multiply, some 
one sums it up and says, “Let us see; how many cases 
recovered and how many died?” Sooner, or later an 
accumulation of facts has to be expressed by figures; and 
facts expressed by figures are statistics—George C. 
Whipple. 
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THE BOARD OF TRUSTEES—ITS PERSONNEL AND 


ORGANIZATION 


By FRANK E. CHAPMAN, SUPERINTENDENT, Mount SINAI HospiTaL, CLEVELAND, O. 


T is a vision of things 

to be accomplished, 
and an ability to follow 
that vision to a realiza- 
tion, that marks the pre- 
eminent operation of any 
activity. This is espe- 
cially true with the oper- 
ation of a hospital. 

In a final analysis, a 
hospital is not judged by 
its exterior; by the con- 
dition of its floors; by 
the color of the paint on 
its walls, but solely by 
the service that it ren- 


The service rendered by the hospital is 
the ultimate test of its usefulness to the 
community, and the quality of its service 
is determined by the ideal of performance 
maintained. 


Inasmuch as the body acting as the stimu- 
lus for ideals, and furnishing the means 
for their realization is the board of trus- 
tees, is not the type of personnel compos- 
ing this body the determining factor in 
hospital policy—hence service? 

The personnel, organization, size, and 
duties of the ideal board of trustees under 
whose government the hospital may best 
serve the community, are fully described 


for ideals; that is to fur- 
nish the means for the re- 
alization of those ideals; 
that is to make it possi- 
ble for the ideals of the 
administrator to be real- 
ized? It is a natural 
law that man works best 
under pressure. This 
pressure may be of va- 
rious types. It is idealis- 
tic but true that under 
the pressure of inspira- 
tion all of us function 
best, and it is the big task 
of the board of trustees 


ders, that service extend- in this article. 


ing over a large number 

of activities. There is the medical service, the 
nursing service, the dietary service, the matron’s 
service, the mechanical service, the administra- 
tive service, all contributing to the function of the 
whole. To no lesser a degree can the hospital effi- 
ciency be measured by the community service it 
renders, as represented in the activities of the 
institution in all things of communal health, than 
that which differentiates the hospital in its true 
sense from the institution that is merely operated 
to take care of sick humanity in a more or less 
haphazard way. 

To have a vision sufficiently large to recognize 
the ideals of these various services, requires a 
composite character that is rare; and it is for 
this reason so much difficulty is encountered in 
securing the proper personnel for administering 
hospitals. 

Much has been said and written about the in- 
ternal management of hospitals, about the proper 
keeping of case records, about nursing technic, 
about dietary performance, about mechanical effi- 
ciency in hospital plants, but very little has been 
said about the personnel of one of the most im- 
portant groups in a hospital’s activities—the 
board of trustees. 


Duties of the Board of Trustees 


If a hospital’s performance is based primarily 
upon an ideal of service, and is dependent for its 
success upon the culmination of those ideals, then 
is it not important that great care be taken in 
the selection of the body that is to be the stimulus 


of a hospital to set the 

ideals of the service of 
the institution so high, and to have those ideals 
so preeminently in mind in deciding the policy of 
the institution, that they cannot help but inspire 
the active operating group to a better perform- 
ance. 

Before discussing the personnel of a board of 
trustees, it may be well to outline the activities 
of such a body. The fundamentals of administra- 
tion do not deviate, no matter what the activity, 
and therefore the board of trustees of a hospital 
should function identically with the board of trus- 
tees of a manufacturing plant, concerning itself 
solely with matters of policy and matters of 
finance. It is not proper that the board concern 
itself with the active administration of these poli- 
cies, and any tendency towards such a procedure 
cannot help but weaken administrative authority. 
However, it is incumbent that the board know in- 
timately the workings of the organization, and 
such knowledge can be obtained by the establish- 
ment of efficient standing committees, who, as 
such, can go intimately into various activities and 
bring to the board a report that will permit of an 
intelligent decision on matters of policy, instruc- 
tions developing from those policies to be trans- 
mitted to the administrative head for actual car- 
rying out. 


Personnel of Board of Trustees 


The organization of a great many boards of 
trustees is the result of a process of years. It 
is not to be expected that there should be very 
many radical changes in the makeup of present 
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boards, and it is submitted that boards of trus- 
tees, as they exist, are not necessarily bad. It is 
in an attempt, however, to set up an ideal organi- 
zation and to submit for consideration the per- 
sonal equipment of such a group, that the pro- 
cedures incident to the formulation of a new board 
are set forth, carrying that organization to a 
conclusion. 

A new hospital movement is brought into the 
world under a great variety of conditions, but 
almost universally, there is connected with the 
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himself with his own intimate associates, auto- 
matically establishing what closely approaches an 
autocracy in the hospital’s administration. Ideally, 
this is a condition that should not exist. A hos- 
pital, to function properly, should present a com- 
posite of all of the various philanthropic agencies 
in the community, and a picture of its board of 
trustees should reflect the best available minds 
in the community. The financial point of view is, 
of course, very important, and should be ably rep- 
resented. There is a definite necessity for the 


Chart of Organization 
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movement some individual who has been success- 
ful in amassing a sum of money that will permit 
of a large financial donation to the new group, 
and it almost automatically follows that this indi- 
vidual is included as a charter member of the 
board of trustees. Such an inclusion is perfectly 
justifiable. 

By reason of the personality or power of this 
particular individual, in some instances prob- 
ably too much deference is paid to his or her 
opinion, and he has been permitted to surround 


legal aspect to be represented. It would seem, in 
view of the large expenditures of a hospital, that 
the successful merchant should be included on the 
board. 

The question as to whether or not there should 
be medical advice on the board of trustees is 
debatable. It is submitted that the arguments 
against having a medical point of view repre- 
sented on the board far overshadow the argu- 
ments for this representation. This medical ad- 
vice can be secured by the board through the 




















July, 1920 


medium of a properly organized medical staff. 
The points of view outlined above have to do with 
the physical activities of the institution, which are 
by no means the major part of its real activity, 
if the institution is to function as it should. It is 
therefore necessary to inject into the board of 
trustees a personality that will have a highly 
developed sense of communal service with an un- 
derstanding of community needs, and a sincere de- 
sire that the new institution shall attempt to help 
in meeting those needs. 

It is such a point of view injected into the 
board of trustees that brings a completed vision 
that will produce the best results. If the policy 
of the institution as developed by the governing 
body, is decided primarily by the physical aspect, 
with little thought to the larger service to be ren- 
dered, the probabilities are that the hospital’s 
operation will be conducted upon too cold-hearted 
a basis, and the end results obtained will probably 
not measure up to what could be obtained were 
the element of larger service injected into the 
deliberations of the governing body. 


Size and Organization 


No hard and fast rule can be laid down as to 
the size of a board of trustees. It has been very 
clearly demonstrated, however, that large, un- 
wieldy bodies very seldom, if ever function prop- 
erly. By far more important than the size, is 
the type of men making up this board of trustees. 
It is much better to have a group of five who func- 
tion actively and take a real interest in the affairs 
of the hospital, than it is to have a board of thirty 
who do nothing else but attend board meetings 
and use a conventional “rubber stamp” approval 
on all procedures. Universal acquiescence on the 
part of the board to all recommendations made 
by the superintendent may be very gratifying to 
the administrator, but it is almost inconceivable 
to believe that one individual is infallible. If the 
governing body is functioning as it should, there 
should at least be an active, intelligent discussion 
of matters that may arise. Such discussion can 
only be obtained if the governing body is cogni- 
zant of the intimate workings of the institution. 

A discussion with a great many administrators 
as to the ideal board of trustees leads one to ex- 
press the opinion that an active functioning board 
of fifteen or sixteen individuals is the ideal num- 
ber. This number permits of the usual officers 
and further permits of four or five standing com- 
mittees. Standing committees consisting of over 


three individuals rarely function efficiently. With 
a committee of this‘size, a fairly high percentage 
of attendance may be secured, whereas with a 
larger group, the unspoken attitude of the mem- 
bers is that the presence of one member of the 
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committee will not be missed by reason of the fact 
that someone else will be sure to attend. 


Officers 


The officers of the board should consist of a 
president, first vice president, probably a second 
vice president, a secretary, and a treasurer. In 
some instances it may be well to combined the 
offices of secretary and treasurer. 

A few words as to the qualifications of these 
officers: As in any governing body, the president 
is by far the most important officer, and great 
care should be exercised in the selection of this 
individual to get a type, probably not particularly 
equipped with a financial or a merchandising 
point of view, but an individual who has a broad 
understanding of what true hospital service is; 
who has the courage of his convictions to carry 
the activity through on a standard of service, at 
all times, even though matters look very dark 
financially ; and who can bring to the body a lead- 
ership that will not permit of deviating from the 
standards of service that the institution may have 
set up for itself. With an individual of this type 
at the helm of the group, most effective results 
may be obtained. Exception is definitely recorded 
to the chairman of aggressive personality who ex- 
ercises an autocratic and dominating influence 
over the board (due almost invariably to the nega- 
tive attitude of the group), and who in practice 
formulates the entire policies of the board of trus- 
tees. Such an influence cannot but react ad- 
versely. 

Probably the ideal individual for secretary of 
the group is the legal adviser of the body, in this 
way insuring permanent records of the organiza- 
tion being in legal form. 


Standing Committees 


Now as to the organization of standing com- 
mittees. There is submitted with this article a 
chart of organization that has proven very suc- 
cessful. It may be well to outline in detail the 
principle underlying this chart. 

The board of trustees consists of eighteen mem- 
bers and it has been decided that there are six 
standing committees which cover all the major 
activities of the institution. These committees 
are as follows: 

Medical staff. 

Training school. 

Out-patient and social service. 
Finance and audit. 

Purchase and standards. 
Buildings and grounds. 

These committees, with the executive commit- 
tee, comprise the machinery of the board of trus- 
tees. These standing committees, with the excep- 








14 


tion of the purchase and standards committee, 
consist of a chairman and two members each. 
The purchase and standards committee consists 
of a chairman and four members—the rule having 
been violated here in order to get as many differ- 
ent merchandising points of view on this com- 
mittee as possible. 

Great care should be taken in the selection of 
the chairman of each of these committees, for 
after all, the activities of the committee are de- 
pendent almost exclusively upon the activities of 
the chairman and of the administrator of the in- 
stitution. To these committees are referred by 
. the board of trustees, all matters pertaining to 
their individual performance, for a discussion as 
to policy only, matters being referred back to the 
board of trustees for decision and instruction to 
the administration. It will be noted that there is 
no line of control shown on the chart of organiza- 
tion to the superintendent. The reason for this 
is that instructions to the superintendent should 
be based upon an understanding of the entire 
problem of administration ; the chart of organiza- 
tion should be set up to exclude the possibility 
of any one committee’s advancing its demands for 
service to the exclusion of just as necessary de- 
mands of other activities of their institution. By 
providing for confirmation of committees’ actions 
by the board of trustees, there will be a tendency 
to secure a more equitable decision as to needs, 
and the instructions to the administrator will be 
based upon a composite opinion of the entire 
board, rather than perhaps the biased opinion of 
a committee. 

The executive committee is comprised of the 
president of the board as chairman, and the chair- 
man of each one of the standing committees, to- 
gether with the officers of the association, who, 
as a matter of fact, are generally chairmen of the 
standing committees. The executive committee’s 
function is to act for the board of trustees in 
emergency and at other than regular sessions of 
the board. Attention is called to the indirect con- 
tact with the superintendent. This is set up in this 
way to permit of the giving of emergency instruc- 
tions only, with the understanding that all actions 
of the executive committee must be approved by 
the board of trustees at its next regular meeting. 

The setting up of any group of committees is 
by far the easier task. The functioning of those 
committees is the greatest problem with which 
the administrator of a hospital is confronted. 
After all, it devolves upon the superintendent to 
get into the hands of chairmen of committees 
sufficient information to enable them to have an 
active committee. If the superintendent expects 
his board of trustees to be of assistance to him, 
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he must make it his business to see that the board 
is made cognizant of the activities of the insti- 
tution. 

A plea is hereby entered for a better under- 
standing on the part of both the board of trustees 
and the superintendent of each other’s problems. 
The task of a hospital administrator is not a “‘bed 
of roses,” even under the most favorable condi- 
tions, and it is within the power of the board of 
trustees, by inspiration, by counsel, and by active 
cooperation, to assist to an almost inconceivable 
degree to lessen this burden. This cannot be done 
by pernicious meddling in detailed administrative 
matters, or by a passive attitude on the part of 
the board, but can be accomplished only by a board 
of trustees thoroughly alive to the needs and prob- 
lems of the institution, thoroughly in sympathy 
with the ideals of hospital service, and ready and 
willing at all times to do their utmost to secure a 
realization of those ideals. 





OLD BELGIAN CHATEAU BECOMES TUBER- 
CLOSIS SANITARIUM 


The American Red Cross Commission to Belgium has 
just completed the purchase of the magnificent estate 
of Baron de Naere at Aertrycke, near Thourout, at a 
fraction of the original cost of the property. It was 
purchased and will be equipped with funds the Belgians 
have paid for supplies sold at cost by the Red Cross, and 
will bear the name of that organization. The exception- 
ally small price was placed on the property by the owner 
because of the permanent work it will enable Belgium 
to do among the hundreds who have become afflicted 
with tuberculosis because of the hardships and exposure 
undergone in the struggle to build up the devastated 
territory. 

Because the Red Cross has always followed the policy 
of not holding real estate in Europe, the purchase was 
made in the name of the Belgian committees which are 
carrying on relief work under its direction. Title will 
be held by a special organization backed by the govern- 
ment, but it will be known as the American Red Cross 
tuberculosis hospital. 

The chateau stands on one of the highest points in 
Flanders, away from the damp, foggy lowlands. The 
building is large and the grounds spacious, affording ac- 
commodation for several hundred patients. Baron van de 
Gracht, another wealthy landowner just outside the devas- 
tated zone, has given 200,000 francs to aid in equipping 
the sanitarium. 





More Jobs Than Nurses As 181 More Apply 


Nurses who served with the A. E. F., nurses who had 
to stay at home, and a number of “rooky” nurses are 
among those who enlisted for peace program service with 
the Red Cross between January 1 and March 1, through 
the Bureau of Information for Nurses, Atlantic Divi- 
sion Headquarters. 

Applications were received from 181 women in the two 
months and positions were found for all of the number. 

Eighty-eight of the nurses volunteered for public health 
service, while ninety-three asked for “institutional” jobs 
in hospitals. During the two-month period there were 268 


vacant positions. 
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THE ROLE OF THE HOSPITAL IN THE PUBLIC 


HEALTH 


By JOSEPH J. WEBER, MANAGING EpITOR, MODERN 


EFORE entering up- 

on a discussion of 
the role of the hospital 
in the public health cam- 
paign, it will be well to 
make some effort to de- 
fine the two major terms 
of our thesis—the hos- 


and 


pital, and the public 
health campaign. 
The public health move- preventive treatment of disease. 


ment to which we refer, 
is a relatively modern 
social and economic phe- 
nomenon. Until quite 
recently public health, as 
an issue, lay largely in the 
“realms of speculation 
and crude empirical knowledge.” With the de- 
velopment of the sciences,—physics, chemistry, 
and biology,—and with the increased scientific 
knowledge resulting from discoveries made by 
such men as Pasteur and Koch, the public health 
campaign had its rise. 

In using the term “public health,” we should 
not fall into the error of regarding it as an ab- 
straction, much as we often regard the term 
“public opinion.” When we talk about public 
health, we actually mean your health, my health, 
the health of Mrs. Jones and of Mr. Smith, even 
though for purposes of classification and discus- 
sion, we talk of personal health and public health. 
The two classes practically coalesce. When, 
therefore, we use the phrase, “the public health 
campaign,” let us not forget that it is a campaign 
waged to promote your health, my health, and the 
health of our neighbors and fellow citizens. 

In a recent article on “The Untilled Field of 
Public Health,’ Dr. C.-E. A. Winslow, Professor 
of Public Health, Yale School of Medicine, gives 
the following definition of public health: “Public 
health is the science and the art of preventing 
disease, prolonging life, and promoting physical 
health and efficiency through organized commu- 
nity efforts for the sanitation of the environ- 
ment, the control of community infections, the 
education of the individual in principles of per- 
sonal hygiene, the organization of medical and 
nursing service for the early diagnosis and pre- 


ultimate success. 


Read at the forty-seventh annual meeting of the National Con- 
ference of Social Work, April 14 to 21, 1920. 


The public health campaign, the object of 
which is the preventing of disease, the 
prolonging of life, the promoting of health 
efficiency through 
munity efforts, is a vital social activity, 
involving the control of community infec- 
tions, proper sanitation, education of the 
individual in the principles of personal 
hygiene, and organization of medical and 
nursing service for early diagnosis and 


The role of the hospital in this movement 
is essentially important and many-sided 
—and upon the proper discharge of its 
manifold duties depends the campaign’s 


CAMPAIGN = 


HOSPITAL 


ventive treatment of dis- 
eases, and the develop- 
ment of the social ma- 
chinery which will ensure 
to every individual a 
standard of living ade- 
quate for the mainte- 
nance of health; organ- 
izing these benefits in 
such fashion as to en- 
able every citizen to re- 
alize his birthright of 
health and longevity.” 

The public health cam- 
paign has many aspects, 
and many agencies are 
at work in it. Among 
them stands the hospital. 
In this connection, the term “hospital’ should 
not be narrowly conceived as referring only to 
what we commonly call the general hospital. 
It does, of course, include the general hospital, 
which plays an important part in the public 
health campaign, but with it should be _ in- 
cluded, among others, such special institutions 
as contagious disease hospitals, both hospitals and 
sanitariums for the care and treatment of tuber- 
culosis, maternity hospitals, and last, but by no 
means least, dispensaries, whether they be inde- 
pendent institutions or the out-patient depart- 
ments of hospitals. 


organized com- 


Definition of a Hospital 


Thus broadly conceived, let us attempt to form- 
ulate in terms of purpose a practical working 
definition of a hospital. A hospital is an institu- 
tion whose objects are the care and treatment of 
the physically and mentally ill and injured, the 
education of patients in hygiene, both personal 
and public, the clinical training of doctors, nurses, 
and hospital social service workers, the advance- 
ment of medical science, and the prevention of 
disease. 

With these definitions of public health and hos- 
pital in mind, we may now proceed to a discussion 
of the role of the hospital in the public health 
campaign. Indeed, the hospital is playing not one 
but several roles in this campaign, of which an 
exceedingly important one is the care and treat- 
ment of those who suffer from infectious diseases. 
The classes of diseases that are of the greatest 
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significance to mankind are the infectious dis- 
eases, and public health demands that they be con- 
trolled if they cannot be actually stamped out. 
To this end, every effort is made to confine the 
specific pathogenic organisms, their cause, to the 
narrowest possible limits through the control of 
the human sources of these organisms and of their 
distributors among animals, insects and inani- 
mate objects. After all, the control of outbreaks 
of epidemics means the control of persons. This 
can best be done by placing all cases of contagious 
diseases in appropriate contagious disease hos- 
pitals. There is no longer any question among 
doctors that these hospitals, properly designed and 
managed, are the best places for persons suffer- 
ing from communicable diseases. Home quaran- 
tine at best is cumbersome, unscientific and in- 
efficient. It is expensive for the city to enforce 
and it is expensive for the family in that it often 
forces earning members to remain at home. This 
means suspension of production, loss of wages and 
not infrequently forces the wage earners to be- 
come burdens upon the community. Sanitary iso- 
lation is so difficult to accomplish in the home that 
the presence of a communicable disease therein is 
a distinct menace not only to the other members 
of the household but to the community at large. 
There is, however, not infrequently a natural feel- 
ing of resentment against health regulations in 


the home. 


Need for Contagious Disease Hospitals 


There is no doubt but that contagious diseases 
hospitals play an exceedingly important role in 
the public health campaign, especially in our rural 
and small town communities. Epidemic after epi- 
demic is known to have broken out in communities 
where sanitary conditions are reprehensible, and 
where the citizens are too short-sighted to cor- 
rect the conditions or to provide adequate con- 
tagious disease hospital facilities which will per- 
mit a rapid segregation and control of the foci 
of infection. 

In dwelling upon the roles played by the hos- 
pital in the public health campaign, we must 
hasten to make special mention of the part played 
by the tuberculosis hospitals and sanitariums. To 
dwell upon this réle, however, in the presence of 
social workers, especially those interested in the 
public health aspects of social service work, is to 
carry coals to Newcastle. Suffice it to say that 
in the tuberculosis crusade the tuberculosis hos- 
pitals and sanitariums have, beyond doubt, first 
place. 

Some conception of the increasingly important 
part played by institutions for the care of the 
tuberculous in the public health campaign, may 
be gained when we consider that in 1904, the year 
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when the National Tuberculosis Association was 
organized, there were in the United States one 
hundred and eleven hospitals, sanatoriums, and 
day camps devoted to the care and treatment of 
patients suffering from tuberculosis, while in 
1919, there were six hundred such institutions. 
Despite their increase in recent years, the num- 
ber of contagious disease hospitals in this coun- 
try is woefully inadequate. As a matter of econ- 
omy, safety, and health protection, each com- 
munity should have its contagious disease hospita: 
—not the old pest house, but a scientifically de- 
signed and modernly equipped hospital. At this 
point it may not be amiss to state that there are 
no valid reasons why contagious disease hospitals 
should not be established with general hospitals. 
Indeed, there are reasons of economy, of medical 
and administrative efficiency, and of adaptation 
and flexibility in the face of emergency, such as 
the recent influenza epidemic, which makes such 
an arrangement highly desirable. 


Hospital Role in Venereal Disease Control 


If the modern hospital is to function as a scien- 
tific institution for the conservation of public 
health, it must play an ever increasing part in 
the control of the venereal diseases, either through 
its out-patient department or its wards, as the 
character of the cases may dictate. Hitherto, and 
particularly before the war, few general hospitals 
had facilities for the care of patients suffering 
from these diseases. Indeed, many hospitals flatly 
refused to accept them, and some are prohibited 
from doing so by their charters. Patients suf- 
fering from venereal diseases are neglected, and 
ignored, and often shunned while amenable to 
treatment, and left to reach a chronic and often 
irreparable stage. This is in no small measure 
due to the fact that boards of managers and staffs 
are still under the impression that infected per- 
sons are morally unclean and should suffer for 
their sins. But syphilis and gonorrhea are not 
different in degree from pneumonia and typhoid 
fever. The general hospital, therefore, as some- 
one has well put it, “is not justified in excluding 
the gonococcus and accepting the pneumococcus, 
nor can a hospital maintain its exclusive policy 
on the ground that it is entitled to keep out the 
spirocheata pallida and accept the bacillus ty- 
phosis.” Answering one of its correspondents 
who raised the question whether general hospitals 
that received their support from the community 
in which they are located, are justified in refus- 
ing to admit and treat venereal disease cases, the 
MODERN HosPITAL has the foilowing to say: 

“Disregarding the question of proper policy or 
sound principle, there is no doubt that a large 
percentage of both medical and surgical cases, 
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whatever the diagnosis, are in the hospital pri- 
marily or secondarily because of the gonococcus or 
the spirocheta pallida. This includes, of course, 
such conditions as cardiorenal disease, angina 
pectoris, abdominal inflammatory conditions, 
chronic arthritic cases, and an endless variety of 
nervous affections. “Cases are now in all hos- 
pitals which have not the imagination and honesty 
to refer the origin of the lesion to the past event 
when ‘moral turpitude’ was the contributory 
cause,” says one writer on the subject. “Were 
routine Wassermanns done on all admissions to 
hospitals, it would undoubtedly be discovered that, 
in spite of any policy of exclusion, the institution 
was caring for a reasonably high percentage of 
more or less active syphilis.” 

All authorities on the subject agree that hos- 
pital beds are necessary for the best treatment 
of certain types of cases of syphilis, such as vis- 
ceral syphilis and primary and secondary syphilis 
in cases where the patient could not or would not 
care for himself. In summarizing the part which 
the general hospital should play in the campaign 
against syphilis, Dr. John H. Stokes of the Mayo 
Clinic, in a recent article on syphilis, says: 

“1. Syphilis is often recognized by the hospital 
serologist when no other signs present themselves. 
The hospital serologist, by reason of training and 
environment, is specially fitted to be the per- 
former of an authentic and trustworthy Wasser- 
mann, which is badly needed in these days. Of 
500 patients examined by Horner (Boston City 
Hospital) sixteen per cent had syphilis, although 
only two per cent had been identified by other 
means than the Wassermann. 

“2. Syphilis needs, for the proper care of its 
medical, surgical, neurological, and special com- 
plications, the prolonged observation, cooperative 
diagnosis, and control which only a stable, well- 
organized hospital service can supply. 

“3. The actual technique of the intensive treat- 
ment of syphilis requires beds. Therapeutic con- 
trol, a low mortality, and the successful manage- 
ment of the very sick patient, which is much 
commoner in syphilis than is generally realized, 
all demand something more than ambulatory facil- 
ities. 

“4. The hospital bed service is needed for a 
brief but necessary quarantine, which can be car- 
ried out without the slightest risk to other pa- 
tients or the medical and nursing staff. 

“5. Well-organized treatment for syphilis, such 
as a hospital service can provide, has the same 
value in syphilis as sanatorium care has in tuber- 
culosis. It is a factor in inculcating a sense of 
social responsibility in the patient and in en- 
couraging ideals of rehabilitation and cure. 
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“6. Organized hospital care of syphilis pro- 
vides centers for the follow-up control so essen- 
tial in the disease, for the development of the 
record system, and for the outside professional 
cooperation essential to adequate treatment. 

“7. The hospital service provides the only place 
in which syphilis can be made a subject of thor- 
ough study and research. 

“8. The existence of a specially organized 
service for syphilis is of material assistance to 
any hospital group of diagnosticians in the pre- 
vention of blunders which arise from overlook- 
ing syphilis as a factor in diagnosis, and in the 
protection of staff and patients from the dangers 
attendant upon the admission of unrecognized 
contagious cases to wards and operating rooms 
without adequate supervision. On each of these 
points it is possible for any active syphilological 
service to supply an abundance of concrete evi- 
dence. I have seen three extragenital infections 
in one year in the surgical personnel of a five- 
hundred-bed hospital, all of which could have been 
prevented had there been adequate diagnosis of 
syphilis. The diagnostic blunders of a staff which 
lacks a syphilologist and a syphilological service 
to put an edge on the recognition of the disease 
are often serious, but are properly the subject of 
a medical rather than a general presentation. Em- 
phasis should be placed on the need of beds for 
intensive treatment. The administration of arsy- 
phenamin has enough complications and enough 
serious effects, direct and indirect, to justify the 
same period of hospital observation as a 
tonsillectomy. The really intensive treatment of 
syphilis, if carried out by a dispensary, must 
either subject the patient to unreasonable risk, or 
sacrifice effectiveness by reductions in dosage and 
loss of therapeutic control.” 

Most cases of gonorrhea can be cared for in 
the out-patient departments of our hospitals. 
Relatively few hospital beds are required. Chanc- 
roid, so frequently found in connection with pov- 
erty and unhygienic surroundings, requires hos- 
pital recognition. The need for beds, however, is 
limited to those which require surgical service 
and frequent dressings. 

We have dwelt thus at length on the part which 
hospitals should play in this important phase of 
public health work, first, because the subject is a 
vitally important one and second because our hos- 
pitals are not awakening to its importance as rap- 
idly as they should. The facts regarding the 
ravages of these diseases have long been known 
to the medical profession, but it took the war and 
the figures it brought to light to awaken the public 
to its vast proportions. Competent and conserva- 
tive authorities state that at least 10 per cent of 
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the population are suffering from syphilis alone. 
From this disease and its sequella, there are prob- 
ably as many deaths as from tuberculosis. Re- 
liable estimates, moreover, place the number of 
males who suffer from gonorrhea before the age 
of 40 at from 20 to 50 per cent. In the light of 
these figures, the hospital surely must awaken to 
the important part which it is called upon to play 
in this campaign both through its in and its out- 
patient departments. That the hospitals are mak- 
ing some progress in assuming their share of the 
work of the campaign against the venereal dis- 
eases, is evident from figures published by the 
United States Public Health Service. One of their 
lists published early in 1919 shows 302 venereal 
clinics in the United States. This is double the 
number reported by the Committee on Out- 
Patient Work of the American Hospital Associa- 
tion in 1917. At the close of 1919, the Federal 
health service reported 499 clinics. 


Hospital Should Teach Personal Hygiene 


The fourth rédle played by the hospital in the 
public health campaign, is the education of the 
individual in the principles of personal hygiene 
and improved standards of living. Here, of 
course, it takes its place beside the school, the 
public health department, and the various na- 
tional, state and local health societies who are 
pressing home the lessons in hygiene through 
newspapers, pamphlets, motion pictures, lectures, 
and exhibits. The hospital, however, has this ad- 
vantage over other educational agencies—its les- 
sons in personal hygiene, whether given with con- 
scious purpose or by precept and example, come 
at a time when the patient realizes as at no other 
time the value of health and is most anxious to 
do what he can to restore and maintain it; it is 
at this time that he is most amenable to instruc- 
tion of this character, and that the lessons make 
the deepest and most lasting impression. What 
is even more fortunate is that the education does 
not always stop with the patient in the hospital. 
Some of the most important lessons in hygiene, 
lessons of inestimable value, have reached the gen- 
eral public largely through hospitals and sani- 
tariums. Hospitals, therefore, will neglect no op- 
portunity to teach patients the lessons that per- 
tain to wholesome food and its proper prepara- 
tion, to ventilation, to hygenic clothing, to the 
mental attitudes, toward fellow men and toward 
work that makes for a sane and happy life. One 
of the departments through which some of the 
most estimable educational work in the interests 
of public health is being done is the Social Serv- 
ice Department which reaches out beyond the con- 
fines of the hospital into the homes. Hospitals are 
more and more feeling their obligation to teach 
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the principles of personal and public hygiene. On 
every hand there is evidence of the growing sense 
of their responsibliy to teach better habits of liv- 
ing and work. Hospitals are constantly becoming 
more truly educational. 

Speaking at a recent annual reunion and con- 
ference of the Nursing and Health Alumnae of 
Teachers’ College, Columbia University, Dr. C.-E. 
A. Winslow declared his belief, as he has on sev- 
eral previous occasions, that the public health 
nurse has come to be the most important factor in 
the public health campaign. Since the hospital 
has much to do with the training of the public 
health nurse, however, inadequate that training 
may now be, it follows that another important 
role it plays in the public health campaign is the 
education of the public health nurses in those 
principles of nursing which serve as the founda- 
tion of her later specialized public health train- 
ing. The time is not far distant when, after a 
considerable reorganization of the training of the 
nursing profession, the hospital will cease to ex- 
ploit the pupil nurse by requiring more of her 
in service than it gives in training; and will take 
its rightful place as one of the instruments for 
the training of capable nurses. 


Role of Hospital in Disease Prevention 


It is impossible to elaborate upon all the roles 
that the hospital plays in the public health cam- 
paign and we shall content ourselves in closing by 
referring briefly to but one more—the role of the 
hospital in the prevention of disease. With our 
hospitals in their present crowded condition, it 
would seem as though they had little time or 
energy to devote to preventive work, and yet there 
is growing evidence that hospitals are taking an 
increasingly active interest in the preventive side 
of medicine. Some hospitals are attempting 
various ways and means of reaching the homes of 
their patients, and treating the family as a unit 
rather than the individual alone. Others are at- 
tempting to make their institutions community 
health centers, where not only care and treatment 
are given the sick, but where systematic effort is 
made to keep the well members of the community 
well by means of periodical medical examinations 
and by spreading knowledge relative to the preser- 
vation of health through talks by physicians and 
public health nurses to groups of mothers, fath- 
ers, young people, and even children. Much of 
this work is being done, and will increasingly be 
done by the out-patient department of hospitals, 
for it is to them that the patient in the first stages 
of disease, but still able to be about, goes for treat- 
ment, and here the opportunity offers to prevent 
its possible ravages. To the out-patient depart- 


ments, moreover, an increasing number of patients 
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apparently and often actually well, will come to 
determine whether or not their human machinery 
is working well or whether it needs repair. From 
these same out-patient departments well-trained 
physicians, nurses, and social workers will go into 
community homes to assist in correcting condi- 
tions that make for physical break-down. By 
these methods patients who might, and often 
would, otherwise shortly enter hospital wards, 
are kept from physical break-downs and returned 
to normal health and efficiency. 


THE NEW PATHOLOGICAL LABORATORY OF THE 
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By way of summary—the hospital plays im- 
portant roles in the public health campaign, 
(A) In the care and treatment of contagious 

diseases. 

(B) In the care and treatment of tuberculosis. 

(C) In care and treatment of venereal diseases. 

(D) In the education of the individual in the 
principles of personal hygiene, and im- 
proved standards of nursing. 

(E) In the education of public health nurses. 

(F) In the prevention of disease. 





MERCY HOSPITAL OF SPRINGFIELD, MASS. 


By JOHN E. DWYER, JR., M.D. 





HE new laboratory recently established at the 
Mercy Hospital is a remarkably well equipped 
one, and modern in the true sense of that word. 
The latest and most up-to-date apparatus possible 
to obtain has been in- 
stalled. The manage- | 
ment, recognizing the 
growing demand for | 
more technical labora- | 
tory tests to be done in 
connection with diagno- | 
sis and treatment of 
hospital cases, has right- | 
ly equipped it well, and 
not only for the present, 
but with a thought for 
the future, has left con- 
siderable room for the 
certain increase in vol- 
ume and scope of work 
along laboratory lines. 
The building is one & 


formerly occu p 1¢€ d as The laboratory building of the Mercy Hospital, Springfield, Mass illuminators, h eatin £ 


quarters for interns and 

hospital attendants, situated about one hundred 
and fifty feet from the main hospital. It is a 
two-story brick building about sixty by forty 
feet. On the first floor on either side of the en- 
trance are two large rooms, one used for an 
autopsy room and the other for animal quarters. 
The rest of this floor is used for storage of the 
hospital ambulance, and for attendants’ sleeping 
quarters. 

The second story is the laboratory proper and 
consists of six rooms, three for laboratory pur- 
poses, facing the north and northeast, and the 
other three for a storage room, a cleaning room 
and an office, respectively. There is, besides, a 














small toilet and lavatory. The largest of these 
rooms, about twenty by forty feet, is in the 
northwest corner, with whole north wall prac- 
tically occupied by windows. Along this wall 
there is a bench beneath 
which are series of 
drawers and _ cabinets. 
The bench tops in all the 
laboratories are covered 
with a special prepara- 
tion of copper sulphate, 
potassium chlorate, and 
anilin hydrochlorate, ap- 
plied as described in Mal- 
# lary and Wright, and un- 
| doubtedly superior to any 
_ preparation yet devised 
for this purpose. On top 
of the bench there are nu- 
merous plugs for electric 
attachments such as sub- 
stage lamps, dark field 


plates, drying ovens, etc. 
and gas cocks at five-foot intervals. This room is 
used for pathological purposes, and the perform: 
ance of the complement fixation tests. In it are 
the apparatus for that work, such as microtomes, 
microscopes, a paraffin bath, Wassermann bath, 
a large sink, and two large closets for storage 
of glassware. The room on the northeast corner 
is a bacteriological laboratory. This has a bench 
running along the northeast wall with a large 
window on the north side. There are two sinks, 
one large and one small one, made into the bench 
to facilitate staining. There are two Thelco in- 
cubators, one regulated for 55° C. and the other at 
3714° C., a drying oven, and shelves for stains 
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and other solutions. All of the blood work is 
done in this laboratory as well as the preparation 
of vaccines. A carboy of distilled water, one of 
conductivity water, and a large bottle of carbo- 
lized normal salt solution for vaccine preparation 
are kept in this room. 

The room on the southeast corner is the chem- 
ical laboratory. A bench runs along the outer 
wall here, with drawers and cabinets below, and 
shelves above. There is a built-in fume chamber, 
a water bath for evaporating purposes, a drying 
oven, an electric centrifuge, a cabinet for special 
glass apparatus, a set of chemical balances accu- 
rate to one-tenth of a milligram, and a large sink. 
The room adjoining this is used for storage pur- 
poses and also contains a large ice chest and = 
high-powered electric centrifuge (International 
Equipment Company), set up on a special base, 
which prevents vibrations being felt in the other 
rooms. The room used for general cleaning pur- 
poses contains a large sink, an Arnold sterilizer, 
a drying oven, an autoclave, an inspissator, elec- 
tric instrument sterilizers, a still for preparing 
distilled water (Stokes Machine Company), cab- 
inets and shelves, and a set of trip balances. 
The other room, used for an office, contains the 
records of the laboratory and a small reference 
library of the latest works on pathology, immun- 
ology and serology, bacteriology and chemistry, 
besides current issues of several medical and 
scientific journals. All of the rooms are lighted 
with electricity, using the indirect method, which 
gives a bright, even light in every part of the 
room. The floors are covered with a heavy grade 
of linoleum (battleship). Over a well laid wood 
floor it can be kept clean readily, and from ex- 
perience is found to be most practical and least 
tiring on the feet of any flooring known. 


Routine Examination for All Patients 


In establishing this laboratory it was felt that 
as its object was to aid in the diagnosis and treat- 
ment of the hospital cases, every means should be 
taken to permit the patient to receive its advan- 
tages. The patient, therefore, on entrance has a 
routine laboratory examination made, which con- 
sists of a complete urinalysis, a leucocyte count, 
and a differential count, for which a regular 
charge is made. The laboratory report is made 
on a form the same size as the sheets which are 
incorporated in the hospital records, and it con- 
tains practically all of the laboratory tests that 
might be performed, under classified titles and 
their appropriate subtitles. Special requisition 
forms are kept in the hospital upon which the 
examinations requested by the attending physi- 
cian are made, giving the patient’s name, age, 
examination desired, clinical diagnosis, location of 
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View of the interior of the laboratory of the Mercy Hospital. 


lesion, and a brief history, signed by the physi- 
cian. 
Laboratory Serves Five Hospitals 


Due to the rapidly increasing demand for mod- 
ern hospitals and the ever advancing standards 
required of them, many established hospitals 
throughout the country are making efforts to de- 
velop laboratories, in keeping with these stand- 
ards, and to them it may be interesting to know 
what the equipment consists of in this laboratory. 
This knowledge may be of assistance to them in 
equipping their own. It may be well to state here, 
however, that although this laboratory is con- 
nected with the Mercy Hospital, which has a ca- 
pacity of about one hundred and fifty beds, it also 
takes care of the pathological and other laboratory 
work of four more hospitals which are under the 
same management and located in cities and towns 
within a radius of fifty miles of Springfield. The 
total capacity of these five hospitals is over five 
hundred beds, and consequently the equipment 
and laboratory staff is greater than would ordi- 
narily be demanded for a hundred bed hospital. 

This laboratory is equipped and in a position 
to do not only strictly routine hospital laboratory 
work, but considerable work along chemical lines. 
Possibly the best way to describe the equipment 
more in detail would be to enumerate the more 
ordinary tests that are now being done here. In 
pathological work all autopsy and surgical tissues 
are run through paraffin, using Haemotoxylin and 
Kosin as the routine stain. Other stains are pre- 
pared and can be used for special occasions. The 


paraffin microtome is a Bausch & Lomb automatic 
rotary of the latest model and is very satisfactory. 
For quick diagnosing of surgical specimens a 
Spencer automatic freezing microtome is used, 
carbon dioxide gas being the freezing agent. The 
usual stain for this method is Carbo-Thionin, but 
Haemotoxylin and Eosin can also be used. 
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The Wassermann test as performed in this 
laboratory is with the anti-human system. 
One of the advantages of this system is that it 
is not necessary to keep a sheep on hand, and 
it is always possible to get human blood. cor- 
puscles. The ambocepter used is very conve- 
niently carried on paper, after it is once made up, 
and saves much time in the performance of the 
test. The complement fixation test for tubercu- 
losis and gonorrheal infections is also done, to- 
gether with Lange’s colloidal gold test for cerebro- 
spinal syphilis. The Wassermann bath used is 
one which was made from an old, leaky, discarded 
copper incubator. The back half was cut off, a 
new back put in and a copper inner tank made, 
and the whole placed with the back down so that 
what was the door is now the cover. It makes a 
very satisfactory bath and cost about one-quarter 
of what a new one of equal size would. The 
microscopes used in all the laboratories are the 
Bausch & Lomb, with the three lenses attached, 
a low dry, a high dry, and an oil immersion. 
There is also a bifocal microscope for special 
study of histological sections. 

In the bacteriological laboratory the ordinary 
bacteriological examinations are made, such as 
smears, cultural differentiations, Widals, bacte- 
riological agglutinations, and autogenous vac- 
cines. As the routine blood work is also done 
here, such as the leucocyte counts, red counts, 
differential counts, haemoglobin determinations 
and coagulation time, the apparatus for such are 
kept here. The ordinary American standard 
haemocytometers are used with the Levy count- 
ing chambers and the Sahli haemoglobin- 
ometer and the Biffi Brooks coagulometer. A sup- 
ply of prepared media is kept in a closet in this 
room, as well as a stock of different types of bac- 
teria. The media used is the dehydrated, made 
by the Digestive Ferments Company of Detroit, 














Another view of the interior of the laboratory. 
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Mich., and has been found very convenient and 
remarkably satisfactory. 

In the chemical laboratory, routine examina- 
tions of urines, stomach contents and feces are 
made, together with other special qualitative and 
quantitative tests which may be requested. Other 
more complicated tests are made, such as urea, 
nitrogen, and CO, determinations on _ blood 
and urine. It is also possible to do water, food, 
and milk analysis here. The detection of poisons 
have been made, and other more technical tests 
can be done, as fortunately one of the laboratory 
staff has had considerable experience in this work. 


System of Record Keeping 


The matter of records is more or less impor- 
tant in any laboratory, and the established sys- 
tem here is to keep a separate card on every case. 
This card has on it the laboratory number, the 
patient’s name, the age, the domestic relation, the 
physician’s name, the clinical diagnosis, the ex- 
amination desired, the location of lesion, a brief 
clinical history of the case, and the laboratory 
diagnosis. A copy of all laboratory findings is 
incorporated in the history of the hospital rec- 
ords of the case. 

The apparatus described here are the more es- 
sential pieces which would necessarily be required 
by every laboratory doing this type of work, but 
of course there are many other things, such as 
glassware, stains, solutions of standard and ordi- 
nary strengths, reagents, etc., which are required 
and would vary somewhat in each laboratory, 
depending upon the individual likes and dislikes 
of the worker and the character of work to be 
done. 

There is in this laboratory a large supply 
of flasks, volumetric and ordinary, beakers, bur- 
ettes, pipettes, graduates, mixing bottles, separa- 
tory funnels, condensers and retorts, glass tubing, 
porcelain dishes, standard solutions, for titrations 
and hydrogenion determinations, and a supply of 
many pure chemicals. There are also the mate- 
rials for the Von Pirquet, Schick, and lutein tests, 
and the vaccines and serums for pneumonia, diph- 
theria, typhoid, tetanus, and cerebrospinal menin- 
gitis, and sterile human serum for hemorrhages. 
The scope of the work of such a laboratory neces- 
sarily requires the direction of one who has had a 
thorough training in such work, and the assist- 
ants should be trained technicians. The staff of 
this laboratory consists of a director, working on 
a straight salary and full time basis, with three 
assistants, one for the pathological technic, one 
for the bacteriology, and one for the chemistry. 
There is also a laboratory helper who cleans the 
rooms, washes and sterilizes glassware, etc., and 
makes the media. 
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HOSPITAL VENTILATION AND HEATING 


By JOHN R. ALLEN, UNIversIty of MINNESOTA 


HE ventilation and heating of the modern hos- 

pital is one of the most important considera- 
tions in connection with the health and comfort 
of the patients. Not only should a great deal of 
care be given to the design of the system but equal 
care should be given to its operation. 

Many of the popular ideas in regard to ventila- 
tion are found to be incorrect in the light of re- 
cent investigations. In general, the chemical com- 
position of the air has very little to do with 
ventilation. Chemically, there is practically no 
such thing as fresh air. All air is substantially of 
the same chemical composition, and as far as the 
chemical composition of the air is concerned, 
there is no difference of effect upon the lungs 
from air inside the house as compared with air 
outside the 
house. There 
is a prevail- 


TEMPERATURE 


HUMIDITY 
BAROMETRIC PRESSURE 2992" 


The chart below, prepared by the Department 
of Health of the City of Chicago, shows the rela- 
tion between these three conditions of the air in 
securing the greatest bodily comfort. 

The humidity in a room is measured by means 
of a wet and dry bulb thermometer, sometimes 
called a hygrometer or a psychrometer. This in- 
strument consists of two thermometers of equal 
reading placed side by side. One thermometer is 
left in its normal condition and the bulb of the 


‘other thermometer is kept wet by means of a linen 


cloth dipped in water. The air motion is usually 
measured by some visible gas or light toy balloons 
in the room. If the air motion is zero, the deter- 
mining factor in the wet bulb temperature. As 
the air motion increases we must increase the 
wet bulb 
temperature 
to maintain 
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ering the ef- 
fect of ven- 
tilation upon 
the human system, the lungs may be considered 
as part of the skin, and as far as ventilation is 
concerned, perform the same function—that is, 
the control of the body temperature. One of the 
most sensitive functions of the human body is the 
control of temperature. A change of a few degrees 
above or below normal in the human body pro- 
duces serious physiological conditions. The tem- 
perature of the body is controlled by the action 
of the skin and lungs. This cooling action is con- 
trolled by the air passing over the skin and carry- 
ing away heat both by contact and by evapora- 
tion. The effectiveness of the air in controlling 


the temperature regulation of the body depends 
upon temperature, humidity, and air movement. 


This chart, prepared by the Department of Health of the city of Chicago, shows the relation between 
temperature, humidity and air movement in securing the greatest bodily comfort. 


four curves 
in the chart 
marked “at 
rest,” “light work,” etc., show how the wet bulb 
temperature must be varied depending on the 
physical state of the occupants. In using the 
chart it is necessary first, to determine the 
air motion which prevails in the room. Let 
us suppose the air motion is thirty. Find the 
intersection of the air motion and the line rep- 
resenting the physical state, which in a hospital 
would usually be “at rest,” and suppose intersec- 
tion of the line of 30 feet air motion with the line 
“at rest” is fifty-seven. 

The humidity readings as taken by a psychrom- 
eter are now plotted, using the scale at the top of 
the chart marked “dry bulb.” The dry bulb is 
assumed to be seventy. The scale at the border 
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on the right marked “wet bulb” reads 61. By 
following down the line from 70° in the dry bulb 
and following across until this is intersected by 
the line of 61° for wet bulb, we read that the 
corresponding humidity is 60 per cent. From our 
previous condition of air motion and physical 
state we required a wet bulb of only fifty-seven. 
It is evident that the actual wet bulb is now four 
degrees too high. This can be remedied in two 
ways; either by increasing the air motion in the 
room, or by reducing the humidity. You will see 
from the study of this chart that bodily comfort 
very largely depends upon the wet bulb tempera- 
ture and this can be used as a measure of the 
comfort of a room. 

In addition to the factors given above, there are 
three other factors to be considered—dust, bac- 
teria, and odor. Dust in hospitals is not as impor- 
tant a factor as in other buildings, such as fac- 
tories, but in certain localities it might be an 
important consideration. It should, if possible, 
be reduced to a minimum. Dust must also be 
considered in connection with bacteria, as much 
of the bacteria in the air is carried by the dust 
and not by the air itself. Just what effect the 
bacteria of the air has upon the health is still an 
unsettled question, but of course, an excess of 
pathgenic bacteria must be undesirable. 

The last consideration is that of odor. Odors 
in themselves are not in general injurious, but 
their effect is largely psychological and for that 
reason they cannot be neglected. Most people 
judge the condition of the ventilation in a build- 
ing by the odor. It is not an infallible test, but 
you cannot convince a man against the evidence 
of his own senses, and therefore, it is always an 
important consideration. 

Value of Circulation 


As far as temperature, humidity, and air circu- 
lation is concerned, there is absolutely no neces- 
sity of introducing outside air. These could all 
be controlled by re-circulating the same air. Most 
people do not understand the essential reason for 
opening the windows, particularly in the summer- 
time. It is not to introduce so-called pure air, 
because in most cases the air in the room is chem- 
ically the same as the air outside; but to reduce 
the temperature and get air circulation, princi- 
pally the latter. In many cases, where the com- 
plaint is made that the air in the room is bad, all 
that is neeessary to improve the conditions is to 
put in some means of circulation. Circulation is 
one of the important considerations in ventila- 
tion ; and it is often lost sight of. If temperature, 
humidity, and circulation were the only consid- 
erations in ventilation, then very little outside air 
would be introduced for ventilating purposes; but 
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we have the other factors in the problem, such as 
dust, bacteria, and odors. 

The only method in general use to reduce odors 
is by means of dilution, which necessitates the 
introduction of large quantities of air free from 
odor. The disagreeable odors of most hospitals 
can only be reduced by the introduction of large 
quantities of air from the outside. This outside 
air, however, if directly introduced into the room, 
may produce conditions of temperature and hu- 
midity which are very undesirable. It may also 
introduce dust. It is therefore necessary in any 
well ventilated hospital to have the condition of 
the air in the hospital under control at all times. 
This means a properly installed ventilating sys- 
tem must control temperature, humidity, circu- 
lation; and in addition reduce the dust, bacteria, 
and odors to a minimum. 


Operating of Ventilating Plant 

In many hospitals very complete ventilation 
plants have been installed but have never been 
satisfactory, largely due to the fact that they have 
not been satisfactorily operated. The operation 
of the plant is just as important as its original 
installation. 

Every hospital executive should know or 
should find out how much his engineer knows 
about air conditioning and give him the 
proper apparatus so that he can determine the 
condition of the air in the various portions of the 
institution. He should also know that his engi- 
neer understands his plant thoroughly, and that 
he knows how to control the air in the building in 
order to obtain the desired conditions. In many 
hospitals and institutions, the engineer that burns 
the least coal is the best engineer. This is the 
same as saying that the surgeon that uses the 
smallest amount of surgical dressings and anti- 
septic solutions is the best surgeon. You cannot 
have something for nothing, and if you desire to 
properly ventilate a hospital, you must be willing 
to pay for it. Do not judge the operating engi- 
neer in a hospital by the coal pile, but judge him 
by the air condition of the building. It is not 
fair to expect a poorly equipped engineer at a 
small salary to be competent and to understand 
the operation of a complicated heating and venti- 
lating system which may cost $100,000 or more. 
It is important in a hospital that you have a com- 
petent engineer, that he is paid good wages, and 
then you can demand satisfactory results. 

In the state of Minnesota the law provides that 
all school buildings shall have a properly installed 
ventilating system, but the law does not require 
that the ventilating plant be operated. The same 
is true in some hospitals where the heating and 
ventilating system has been well installed and is 
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complete in every detail, but where in many cases 
the ventilation is turned off either wholly or 
partly most of the time, and is never properly 
operated. The furnishing of properly conditioned 
air to the hospital is just as important as the 
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water and milk supply, and should be looked after 
with equal care. The neglect of this phase of 
hospital operation may be just as detrimental to 
the patients as neglect of any other factor in 
hospital management. 





THE SCHOOL IN THE MODERN HOSPITAL 


HE value of a real 

public school as a 
part of the hospital is 
being shown every day in 
two Indianapolis hospi- 
tals—the City Hospital 
and the Robert W. Long 
Hospital. Although the 
school is yet in the early 
stages of its develop- 
ment, it promises to be 
2 valuable working force 
in these institutions not 
only by keeping the child 
in school harness while 
he must be under con- 
stant medical care, but 


By MARY BELLE HAYNES 


A VALUABLE WORKING FORCE 


The school in the hospital has many valu- 
able features; first, it furnishes to the 
child patient a means of keeping up with 
his studies while in the hospital so that he 
can return to school without having 
wasted time; second, by cooperating with 
the social service department of the hos- 
pital, the teacher may become familiar 
with the child’s social history and thus 
help him; third, the doctor on the case 
may prescribe a change in education just 
as he prescribes a change in medicine; 
fourth, the school simplifies discipline for 
the nurse, since the active children are 
made content by having a real interest 
which gives them something to do. 


initeness because she did 
not have authority to 
carry out her carefully 
laid plans. So she went 
to the Indianapolis school 
board. When she put the 
situation before them, 
the members saw the 
need immediately and 
were glad to furnish the 
teacher and the school 
materials. 

On September 15, 
1919, the little school 
opened at the City Hos- 
pital as a recognized part 
of the Indianapolis Pub- 





also by keeping him in 
the best possible atmosphere for his recovery. 

In the past, the little patient often has had to 
sacrifice his education when he was kept in the 
hospital. But this is no longer necessary, thanks 
to the insight of medical social service. After 
all, medicine, surgery, medical social service, and 
education, each in its own way, is working toward 
the same end—to make members of society better 
fit to handle the problems of their complex lives; 
and no school can function with more evident and 
satisfying returns than one made up of children 
who are hampered by physical ailments, and who, 
for that reason, are more or less social problems. 

Our school, unique in its organization, arose 
out of that long recognized need of employment 
for the active little minds of children in the hos- 
pitals. Here, as in many other institutions, skill- 
ful and valuable work has been done by volun- 
teers. It was one of these who first saw the need 
of a definitely organized school, in charge of an 
experienced teacher whose business it is not only 
to keep the convalescent busier and happier dur- 
ing the time spent in the hospital, but also to fill 
their lives with that which will help them when 
they leave it. Miss Helen Boyd, a volunteer 


teacher in the Robert W. Long Hospital, one day 
realized just why her work was not succeeding as 
she planned it.’ It lacked organization and def- 


lic School system, to be 
carried on as far as possible according to the 
schedules and outlines of the public schools. To be 
sure, this first schoolroom was simply equipped, 
but such a happy, busy place! There were ten pu- 
pils in all—some on crutches and cars and some in 
wheel chairs. A glance into the social history of 
anyone might show the need of the very thing 
which the hospital school seeks to furnish—a heal- 
ing of mind and spirit, as well as of body. In 
this room, fitted up with a blackboard, chalk, a 
globe, and other proverbial ear-marks of a school- 
room, the children were unified by a song and 
story, as if by magic. When they started real 
work, it was with an enthusiasm and interest 
which showed at once just what their attitude 
was toward the new experiment. 

From this simple beginning, the school has 
grown, in the four months of its existence, into 
one of the most cheerful, interesting corners of 
the whole hospital. This same work has since 
been extended to the Robert W. Long Hospital 
with the same teacher in charge of both schools. 
She holds school at the City Hospital from 9:00 to 
12:00 o’clock each morning and from 1:30 to 
4:30 o’clock at the Long Hospital. While the 
classes of children in the two places are dis- 
tinctly different, the problems are, for the most 
part, the same. The work that has been done in 
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so short a time in these two hospitals shows how 
great are the possibilities of a school for any 
group of convalescent children. 


A Visit to the City Hospital 


If you want to see this interesting place, take 
the elevator in the “new” building to the very top 
floor. Before you open the glass doors at that 

















A lesson in “2's”, 


floor you will at once be impressed with the cheer- 
fulness and wholesomeness of the place—for 
there, in the hall before you, the little school is 
at work. When you step into the room you can- 
not help but catch the spirit of it. At a table 
nearest the door, a boy and a girl are bending 
over books. They glance up to greet you. On one 
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Bedside teaching. 


side, the girl, Elizabeth, is concentrating on 
“proportional parts.” The scratch papers about 
her give evidence of a struggle, but the neatly 
completed problem before her proves her mastery 
of the subject. She explains to you that she is 
making an effort to finish her “8-A”’ work so she 
can enter high school in the mid-year. Her social 
history tells you that she is Elizabeth Evans, 
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thirteen years old, belonging to the Board of 
Children’s Guardians. Her medical history states 
that she is the innocent victim of gonorrhea. She 
had been in the hospital fourteen weeks before 
the school opened and no one welcomed it more 
than this eager, blue-eyed girl who had spent 
some unpleasant days in a ward with girls quite 
unlike herself. Across the table sits Cleon await- 
ing his turn to enter Sunnyside Tubercular Hos- 
pital. He is the “7-A” grade. Although it is 
generally difficult for him to start work, his desire 
“to catch up with Elizabeth” inspires him to 
labor. Those two have their tasks laid out care- 
fully before them so all they require is occasional 
directions and explanations from teacher. 

At the next table, Mabel, a curly-haired girl of 
eleven, is intent on teaching four other little con- 
valescents—the table of “4’s.” You will see that 

















Outdoor instruction. 


even in her wheel chair she is quite as capable 
and professional as a real teacher. In the group 
you will probably first notice Edward with his 
little, bandaged leg stretched out in a chair. His 
pale, eager face is turned toward the teacher 
pro tem. She knows that he lived only by some 
miracle, so when he stumbles she is patient until 
the teacher, who has to be everywhere at once, 
sets him right. Mabel leaves Edward to fight a 
battle with 4x9 and turns to Esther, who is about 
nine years old. She is in the hospital for treat- 
ments following psoriasis and after missing four 
weeks of school is making an effort to keep up so 
she won’t be “put back” when she re-enters her 
own school. Next to Mabel sits Dorothy with a 
history almost parallel to Elizabeth’s. Her child 
life had been spent in such sordid surroundings 
that she was in a dazed condition until after she 
had attended the school for several weeks. You 
will notice that now she seems normal and very 
active. 
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At the board in the front of the room, a grown 
man is writing his name “Malkers” in an angular 
handwriting. If you speak to him he will explain 
to you in a confusion of gestures and broken 
English that he thinks he is twenty-five years old, 
that he came from Greece three years ago, and 
that he has never attended school before. Child- 
like, he will proudly produce the smudgy papers 
he has prepared and you will be amazed at his 
accomplishments of only a few weeks. 

Meanwhile, the teacher has returned to the lit- 
tle primary group, with which she is having a 
story hour. Near the little white table, on a high 
cart is Ruth, six years old, colored, who has been 
on a Bradford frame for five months. Her big 
black eyes are fastened on May—her dearest 
friend, who is as fair as Ruth is dusky. May is 
telling the story of “The Pig Brother” and when 
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An abler group of school-patients. 


she repeats the pig’s words to the boy, “Look at 
me, brother”— both Ruth and little Janey—the 
most obstreperous and most lovable member of 
the school, eye their hands to see whether the pig 
would be justified in addressing them so. Janey, 
with a history that makes you fear for her future, 
has been in the hospital Venereal Ward for ten 
months. 


Children Help Each Other 


At this moment, the nurse appears with a 
pitcher of milk which the children drink with a 
great deal of enjoyment. Then you will follow 
them into the roof which adjoins the ward. They 
show great thoughtfulness in passing. Dorothy 
runs to hold the big door open, Elizabeth pushes 
Mabel’s chair, Esther helps Edward onto his 
crutches, Cleon pushes Ruth’s cart, and May 
walks along holding Ruth’s hand. While the 
teacher coaxes Malkers from his work you watch 
the children in a pitiful attempt to romp. This 
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is followed by physical exercises and then they 
pass back as they came out. 

So, until 11:45 the work of the room proceeds 
with as much regularity as a normal school, ex- 
cept for slight adjustments of crutches and carts. 
At this time, the more able pupils put away the 
books and pencils and all sing the good-bye song: 





A primary group of convalescents. 


“Now we put our books away, 
Study time is over, 
Homeward skipping, gaily tripping, 
Soon we’ll be at play.” 
In a far different manner they help each other 
into the elevator and descend. 
Never once during the morning will you hear 


























Americanizing the young convalescents. 


a reference to anyone’s sickness. The tone of the 
school is healthful and each endeavors to help the 
other without calling attention to his helplessness. 

Among the valuable features of such a school 
are: First, it is distinctly a part of the public 
school system, so when a child enters even for the 
minimum time he should experience very little 
waste because of the change; second, it cooperates 
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directly with, and is a part of, the social service 
department of the hospital. The teacher becomes 
familiar with the social history of every patient 
who enters the school and is thus better able to 
plan his work for him. In her intimate life with 
the child, she may often discover some additional 
facts in his social history. Third, the doctor in 
charge of each case prescribes education for the 
child when he is able to go to the schoolroom, 
just as he prescribes a change in medicine. 
Fourth, to the nurse, such a school should 
mean easier discipline. The children are more 
contented—they have a real interest which fur- 
nishes not only tasks for their hands and minds 
but also gives something to anticipate and pre- 
pare for. After the patient has received what- 
ever medical attention he needs each morning, 
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instead of settling down to a day of discontent, 
chafing, restlessness, searching for something to 
do, he goes to school where he progresses, under 
almost individual attention, as rapidly as his con- 
dition permits. Meantime the ward is cleared 
of the more active patients; the others are cared 
for by the children’s social worker or are allowed 
the quiet their conditions demand. The parents 
on visiting day listen to happy children instead of 
abused and homesick ones. In the case of ortho- 
pedic patients, which are numerous in the work 
of the Long Hospital, it means the saving of 
months of time in the school-life of the child. 

Best of all, the children love it and at its best 
the school should arouse in them a sympathy and 
desire to be helpful, which should enrich their 
lives with its lasting impression. 


FIRE PROTECTION—TRUSTEES’ RESPONSIBILITY’ 


VER a million sick, crippled, aged, blind, in- 
sane, orphaned, and otherwise unfortunate or 
defective persons are ordinarily found in some ten 
thousand institutions in our country. Hundreds 
of millions of dollars are required for their care 
each year. Intelligent and devoted service on the 
part of managements and staffs makes the large 
majority of our institutions not only effective 
agencies of amelioration and reconstruction, but 
constitutes the greatest example of Christian 
service that can be found in our modern civiliza- 
tion. 

But there is a blot on this service-to-the-unfor- 
tunate-man escutcheon, namely, the frequency of 
fire outbreak and the life and property loss that 
follows. A hospital burns every day; half that 
many asylums or other institutions are damaged 
or destroyed each week. Of every sixteen insti- 
tutions in the country, one suffers a serious fire 
each year and several times as many fires occur 
without assuming sufficient size to get into the 
public print, or to become matters of insurance 
adjustment. 

And the lives of new-born babies and their 
mothers, of orphans and grandsires, of the para- 
lyzed and the violently insane, of the crippled and 
the blind, are snuffed out singly, in small groups, 
and occasionally by the score. 

Sisters of mercy facing certain death to rescue 
their orphans charges, nurses bravely risking 


— 





Note: The author desixes to acknowledge material assistance in 
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their lives to remove helpless patients, asylum 
attendants fighting the fire-crazed insane to tear 
them away from places of danger; these acts 
prove the heroism of which men and women are 
capable. The necessity for these acts lies largely 
in ignorance and carelessness and, occasionally, 
criminal disregard of the fundamentals of fire pre- 
vention and fire protection. Competent men can 
detect the possibility of fire with almost absolute 
certainty ; the means of prevention and protection 
are available to anyone who desires information ; 
and the cost of securing a large degree of safety 
is not prohibitive. Therefore there is no excuse 
for the majority of the dangerous conditions 
which exist today in our institutional buildings. 

If fire protection is warranted in our factories, 
warehouses, and stores, where daytime use and 
physically fit occupants are the rule, how much 
more necessary is fire protection in institutions 
which are used twenty-four hours of each day in 
the year and filled largely with the helpless? 

It is a cause for rejoicing that there are today 
many institutions which in whole or in part from 
a fire safety standpoint approach the ideal. They 
prove the feasibility of the thing the student of 
institutional fire conditions knows is needed. But 
the number of truly safe institutions is small and 
in the large majority of older institutions the con- 
ditions frequently are appalling. 

Fire originating in a linen closet burned 38 
persons to death; 12 feeble minded persons were 
killed in a building known to be a death trap; 
over 50 children perished in a fire that broke out 
in the top story of a six story tinder box; thus the 
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squarely up to the manage- 








ment of our institutions. Up- 
keep and inexpensive fire pre- 
vention measures are the direct 
responsibilities of the local 
management. The local man- 
agement must also urge upon 
the boards of directors or gov- 
ernors of private institutions, 
and upon the state or national 
wer boards or bodies which have 

-=| final authority in the case of 
public institutions, those major 
and more expensive fire pro- 
tection or structural improve- 





ments essential to secure maxi- 








. 
- 








mum safety to life. 

The cause of the fire in the 
linen closet referred to previ- 
ously could and should have 
been detected and removed; 
the institution for feeblemind- 
ed where life loss occurred 
had been warned regarding 
inadequate egress conditions; 
even rudimentary knowledge 
of fire protection would have 
: shown the acute jeopardy un- 
«=. “©| der which hundreds of children 
ae were housed in the six-story, 
Pr cage-like, thoroughly combust- 
ible asylum. Had the fire not 
occurred in the top story, the 
life loss would have been far 
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Fig. 1. The Masonic Home in Wichita, Kansas, before and after the fire of December 22, 1917. 


This imposing structure, which looked safe to a layman, was destroyed with a loss of five 


lives, because of a wooden interior and no adequate fire protection. 


record has been and thus the record will continue 
to be unless the seriousness of the problem is gen- 
erally recognized and corrective measures are 
taken. Defective chimneys, poorly installed 
stoves and furnaces, defective electrical equip- 
ment, careless handling of inflammable liquids, 
spontaneous combustion in accumulations of rub- 
bish, smoking, and carelessness with matches are 
among the fire dangers that jeopardize life in 
institutional buildings and are responsible for 
much of the fire outbreak. 

The function of this article is to drive home 
the seriousness of the existing conditions, to point 
out some of the reasons for these conditions, and 
to set forth the essential facts that the manage- 
ment of an institution needs to know to enable 
adequate fire prevention measures to be taken and 
suitable protection to be provided. 


Responsibility of the Management 
The responsibility for the existing conditions is 


greater. Ignorance is no ex- 
cuse under the law; ignorance 
is no excuse where lives are 
entrusted to an institutional management. It 
must not be forgotten that the inmates are 
seldom in an institution of their own choice. 

Politics have always played an important part 
in the management of such institutions, and in- 
vestigation has revealed former farmers, police- 
men, contractors, and other persons wholly un- 
qualified in complete control of medical and semi- 
medical institutions. Boards of directors are fre- 
quently controlled by locai politics, institutional 
positions are filled to pay political debts, and polit- 
ical appointees often handle the finances of the 
institution in such a manner as to divert a portion 
to their own pockets. There was one superintend- 
ent of an institution housing over 600 insane who 
died from alcoholism, his successor being a mor- 
phine addict. This position paid a salary of 
$4,000 per year, and seemed so desirable that the 
next superintendent, another political appointee, 
lobbied for an entire year at the state capitol to 
secure it. The outlook for fire prevention under 
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such conditions is to say the least not hopeful. 
In the majority of the institutions some steps 
have been taken to provide protection against fire. 
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25. 


26. 


These sometimes are so meager and misdirected 27. 
as to be practically worthless, as was the case 
in an institution for blind children, where a lib- 
eral supply of dry powder extinguishers had been 
provided, but where no provision was made for 2s. 
fire alarms or exits, even on the upper floors 
where the children slept. 


From the available records for the past dozen 


years have been selected the following fires as a. 
typical of several thousands that have taken place 


in 


that time. 


Every part of the country and 4; 


practically every form of institution is repre- 


sented, and the data is as accurate as generally *: 
inadequate American fire records make possible. ** 
About 250 deaths are covered by the list, and this - 
is only a portion of the life loss in that period. , 


1S 


oan #£ © tf ee 
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10. 
38. 
12. 


13. 


14, 


15. 


16. 


17. 


18. 


19. 


20. 


21. 


23. 


24. 





House of Providence, 
Property loss, $135,000. 


St. Arn’s Orphan Home, Terre Haute, Ind., Jan. 


Property loss, $30,000. 


near Syracuse, N. Y., Dec. 


8, 1907. 
2, 1908. 


~) 


French Hospital, San Francisco, Cal., Jan. 6, 1908. 


Property loss, $50,000. 


Mercy Hospital, Big Rapids, Mich., April 21, 


Property loss, $75,000. 


German Old People’s Hospital, Dimond, California, July 3, 


Property loss, $60,000. 


1908. - 


od. 


1908. 


State Custodial Asylum, Ward Bldg., C., Rome, N. Y., Novem- 


ber 1, 1908. 
Property loss, $125,000 none of whieh was covered by ins 
Whitwell Hospital, Tucson, Arizona, Dec. 29, 1908. 
Property loss, $50,000. 37. 
Mahoning County Infirmary, Canfield, Ohio, Jan. 21, 1909. 
8 persons killed and 14 injured. 
d Froperty loss, $30,000. 
Biggs Sanitarium, Greensboro, N. C., March 12, 1909. 
1 person killed. 38. 
™ i ar —— oan.o0e destroyed. 
ew Yor nfants’ Asylum, New York City, 2 
Property loss, $25,000. a er Oe 39 


St. Malachy’s Home for Children, Far Rockawa 


Aug. 30, 1909. 7 children killed. 
Virginia Synod Presbyterian Orphan- 
age, Lynchburg, Va., Oct. 26, 1909. 
5 children burned to death. 
Masonic Home for Aged, Grand Rapids, 
Mich., Feb. 26, 1900 
Property loss, $53,000. 
Hempstead Poor House, Hempstead, L. 
I., N. Y., March 9, 1910. 

1 old man burned to death and 5 
other inmates seriously injured. 
Page County Farm, Clarinda, Iowa, 

March 23, 1911. 
1 aged inmate burned to death. 
Hamilton Asylum T~sare, Hamil- 
ton, Ont., Aug. 1, 1911. 
8 persons burned to death. 
Colored Orphans’ Home, Lexington, Ky., 
Feh. 97, 1019 
3 small children perished. 
James Sanatorium, Raleigh Springs, 
Tenn., May 14, 1912. 
1 man burned to death. 


for 


Martin’s Sanatorium, Louisville, Ky., 
October 30, 1912. 
2 patients killed. 

St. John’s Orphan Asylum, San An- 
torio, Tex.. October 30, 1912. 


6 lives lost. 
Brunswick Home for the Feeble Minded 
Amityville, L. 1., N. Y., Nov. 24, 1912. 
1 person killed. 


Fairmount Children’s Home, Alliance, 
Ohio, November 8, 1914. 
A matron used an oil lamp at 1 


A. M. because the electric generator 
was regularly stopped at 9 P. M. and 
no storage batteries were provided. 
Lamp exploded. The matron was 
killed, and 25 boys and several adults 
escaped with difficulty. 

Delaware County Infirmary, 
Ind., March 23, 1915. 
Many of the inmates were feeble 
minded. Fire escapes and fire alarms 
had been ordered by the state in- 
spector, but not installed. 12 inmates 
were killed. 

St. Francis’ Girls Directory, San Fran- 
cisco, Cal.. Sept. 4, 1915. 
5 lives lost. 


Muncie., 


y Beach, N. Y., 
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Harney County Hospital, Burns, Oregon, Oct. 29, 1915. 
Building was entirely destroyed. One person was burned to 
death and others were rescued with difficulty through smoke 
and flames. 

Schoffner Hospital, Nashville, Tenn., April 5, 1916. 

A nurse lighted a match. while drawing alcohol in small closet. 
The nurse and several patients were killed. 

Roman Catholic Hospital, Farnham, Quebec, Canada, Oct. 26, 1916. 
Fire occurred on October 25 from defective chimney and was 
extinguished. Fire broke out on the following day, possibly 
from the same cause, and resulted in the death of 27 persons 
and the injury of many others. Many little children were 
horribly injured by jumping from upper stories. The fire 
spread very rapidly and there was a terrible panic as pa- 
tients and attendants fought for exits. 

Kansas Masonic Home, Wichita, Kansas, December 22, 1916. 
Combustible interior of a beautiful stone building completely 
burned out. Five children were killed. The inmates were 
rushed out into ice and snow and saved from freezing by 
clothing and bedding taken from nearby homes. 

Boone County Poor House, Boone, Iowa, March 8, 1917. 

Fire destrcyed building. One aged woman and three men 
were burned to death. 56 others narrowly escaped in their 
night clothes. 

Hotel Dieu Hospital, St. Hyacinthe, Quebec, Canada, November 
28, 1917. 

1000 inmates removed. One life 
destroyed. 

Connecticut State Hospital, Middletown, Conn., January 10, 1918. 
Fire started in attic on a winter night. ‘Three inmates were 
killed and there were several injured. 

Catholic General Hospital, Ottawa, Canada, January 10, 1918. 
Five children and one woman killed. Property loss, $100,000 

Grey Nunnery, Montreal, Canada, Feb. 14, 1918. 

Nurses, soldiers, and firemen made heroic efforts to save the 
aged and children. More than 50 babies were burned to death. 

State Hospital for the Insane, Norman, Okla., April 13, 1918. 
Women nurses risked their lives in heroic efforts to carry 
out crippled and paralytic patients from burning building, 
while vetients fought their rescuers. 88 men and boys were 
burned to death, most of them in bed where they were over- 
come by the smoke. Property loss, $40,000. 

Hospital for the Insane, Columbia, S. C., May 29, 1918. 
Fire was probably caused by defective electric wiring. One 
ward building was destroyed, 10 patients were killed and many 
were injured. 

Erie County Home and Hospital, Buffalo, N. Y., June 15, 1918. 
Fire started from the explosion of a steam cylinder head. 
Eight buildings were completely (destroyed. 350 patients, in- 
cluding new born babies and mothers from the maternity 
ward, were rescued and placed on the lawn. Because of the 
high elevation, water pressure was not sufficient to fight fire. 
Property loss, $200,000. 

Kent County Juvenile Home, Grand Rapids, Mich., July 23, 1918. 
Fire was caused by defective electric wiring in the laundry. 
Children were locked in rooms on the third floor and only one 
fire escape was provided. 5 children were burned to death, 
and 3 were injured. Property loss, $25,000. 

Worcester State Hospital, Worcester, Mass., February 6, 1919. 
Fire started from electric wiring in attic when an insane 
patient pulled an electric fixture from the wall. 800 insane 
patients were removed. Loss, $20,000. 

St. Mary’s Hospital, Jefferson City, Mo., Feb. 20, 1919. 

Fire occurred in a four-story stone and wood joisted building. 
Loss, $150,000. 


lost. Building completely 











Fig. 2. 











All that is left of a maternity hospital in Oklahoma. 


Such possibilities do not encour- 


age patronage of hospitals. 
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40. Henry Boyle Catholic Home for the 
aged, Fond du Lac, Wis., 
Feb. 28, 1919. 
3 persons killed and 5 injured. Prop- 
erty loss, $40,000. 
Richmond, Ind., 


41. Hospital for Insane, 
March 5, 1919. 
1 person killed. Property loss, $25,000. 

42. German Roman Catholic Orphanage, 
Buffalo, N. Y., March 7, 1919. 
Property loss, $15,000. 

43. Methodist Orphanage Home, Macon, Ga., 
March 10, 1919. 

Property loss, $15,000. 

44. Benton County Infirmary, Oxford, Ind., 
May 9, 1919. 

Property loss, $45,000. 

45. — Hospital, Marlin, Texas, July 10, 
Gas explosion in_ sterilizing rooms. 
Seriously injured the woman superin- 
tendent. 

46. ge ony Asylum, Quebec, Canada, July 
9, 3 
A 150 ft. chimney dropped upon the 
building when struck by lightning. 

One person was killed. 

47. Maternity Hospital, Muskogee, Okla., 
July 19, 1919. 

Property loss, $100,000. 

48. State Home for Girls, Trenton, N. J., 
July 23, 1919. 

Girls fired oil soaked rags in attic, plan- 
ning to escape during the excitement of 
fire. Property loss, $100,000. 

49. Shaughnessy Military Convalescence Hos- 
pital, Vancouver, B. C., Sept. 20, 1919. 








“T COUNTY JUVENIL 





Fire destroyed one wing of hospital. 
All patients were carried to safety by 
rescue parties. 

50. Mercy Hospital, Big Rapids, Mich., De- 
cember 1, 1919. 
Building completely destroyed. 
killed and three injured. 
Property loss, $100,000. 


Fig. 3. 


Five 





July 22, 1918, with five children burned to death. 
rear walls of this wooden trap burned, leaving only embers. 


The Juvenile Detention Home, Walker Township, Grand Rapids, Michigan, destroyed 


Lower picture shows practically all the 





51. Connecticut State Hospital, Middletown, 
Conn., December 23, 1919. 
One frame building entirely destroyed. 
Several insane patients perished. Prop- 
erty loss, $25,000. The second instance 
of life loss from fire at this institution 
within two years. 

52. Home for Aged Women, Lynn, Mass., 
February 23, 1920. 
Fire started in basement and spread 
rapidly through hollow partitions. Four 
old ladies from 70 to 92 years of age 
were killed. 





Money for Fire Protection 


That institutions of all kinds 
are generally in need of money 
for operating and expansion 
purposes is a _ well known 
fact, and one which has 
militated against improvement 
in fire conditions. Also, there 
is a feeling on the part of the 
laymen that fires are acts of 
GOD and that during the ré- 
gime of a given management 
no fire horror is likely to throw 
discredit upon it. The Act of God theory is un- 
tenable. Even lightning damage can be prevented 
by a modern lightning rod installation. The fact 
that a hospital burns every day, and that a care- 
lessly discarded match or cigarette, a misused 
electric iron, or a red hot stove pipe may bring 
death at any time should definitely answer the 
man who thinks that his institution is immune 
from danger. 

If the management really wants increased fire 
safety it can secure the necessary funds. A fire 
horror always stimulates improvement, and there 
are numerous cases on record of states, cities, 
societies, and individuals providing money for 








protection in advance of any ocular demonstration 
of the fallacy of “the head-in-the-sand” policy. 
As evidence of this it may be noted that about 
one hundred institutions throughout the country 
have installed automatic sprinkler protection, in 
whole or in part, and that a few have made 
notable improvement by the installation of fire 
walls, better exits, and improved protection. 

In 1917 the New York Commissioner of Charity 
had a survey made of thirty-two institutional 
buildings, and subsequently approximately $150,- 
000 was spent for improvements. In 1914 and in 
1915 the Wisconsin State Commissioner of Insur- 
ance had a survey made covering his principal 
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charity and penal institutions, 
which were subsequently much 
improved from a fire protec- 
tion standpoint. 

There are powerful forces 
which the conscientious man- 
agement can bring to its aid in 
fighting the battle of fire pro- 
tection—the greatest of which 
is public opinion. The truth 
told regarding the danger in 
hospitals and asylums has more 
than once gotten an instanta- 
neous response. America cer- 
tainly has wealth enough to 
give protection to her unfortu- 
nate. 

While the possibility of in- 














jury to and death of inmates 
and attendants and the destruc- 
tion of institutional bulidings 
and equipment by fire is cer- 
tainly consideration enough for providing every 
reasonable safeguard against fire danger, there 
is still another aspect of fire loss which must 
be carefully considered. Persons, or the rela- 
tives of persons injured or killed by fire in 
institutional buildings because of negligence on 
the part of the management in providing proper 
protection, are privileged by law to bring suit 
for damages against those responsible for the 
maintenance of the institution. Compensation 
can, of course, be claimed under the laws of the 
various states for employees injured or killed. 
In cases of heavy loss of life, such claims may 
reach a very high figure. Nor does the liability 
of the institutions end here. Ordinances now in 
force—in Cincinnati and Cleveland, Ohio; Port- 
land, Ore.; Newark, N. J.; Billings, Mont.; and 
Austin, Ranger, Cleburne, San Angelo, Wichita 
Falls, and Greenville, Tex.; and which are being 
advocated in other cities throughout the country, 
fix the responsibility for the cost of extinguishing 
a fire upon the party whose negligence is respon- 
sible for the starting of it. Should fire start upon 
institutional property and, in spreading, cause 
injury to lives or property on adjoining premises, 
those responsible for the fire are liable under the 
common law for all damages caused. A law re- 
cently passed by the Canadian Parliament renders 
liable to two years’ imprisonment anyone who by 
negligence causes any fire which occasions loss of 
life or loss of property. 


Fig. 4. 
imposing combustible structure devoid of suitable fire protection. 


the day time. 
helpless sick. 





Family Doctor (to young lady patient): “You should 
take a tramp through the woods before breakfast.” 
Patient: “Oh, doctor, I can get better company than 


a tramp.”—Exz. 


The burning of the Harrisburg, Pa., orphanage asylum in 1916, is another case of an 


Fortunately it burned in 


Had this been a hospital, the beds in the foreground would have contained the 


IRREDUCIBLE INFANT MORTALITY 


It should first be mentioned that formerly the opinion 
was held that deaths under one month were 75 per cent 
irreducible—that is, it used to be thought that these 
deaths could not be helped, that the causes were beyond 
our control. Now we know better. We do not believe a 
word of the irreducible theory. The death-rate under one 
menth where the baby’s father is a doctor, a merchant, or 
an artist is below 25 per 1,000 births; and where the 
baby’s father is a miner, a navvy, or a scavenger, the 
death-rate under one month is 45 per 1,000 births. 

Again, the death rate under one month in Watford, 
England, is 19 per thousand births, but in Workington it 
is 45 per thousand births. Consider this: The 
general infant mortality rate is 100 per thousand births; 
but the “illegitimate” infant mortality rate is 200 per 
thousand births——Helen MacMurchy, M.D. 


Medical Schools and Hospitals In China 


The missionary associations in China are doing a won- 
derful work for the material welfare of the Chinese 
through the hundreds of medical schools and hospitals, 
not only in caring for their immediate ills but in acquaint- 
ing them with western medical and surgical methods of 
combating and preventing disease. 








While reading the morning paper, Miss Sarah suddenly 
exclaimed: “How dreadful! Rev. Mr. Marigold taken 
to the hospital, a victim of locomotor ataxia.” 

“I wonder,” said her sister Susan, “whether the poor 
man was run over or whether the thing blew up with 
him?”—Philadelphia Public Ledger. 





The centenarian was being interviewed by reporters and 
was asked, among other things, to what he attributed 
his long life and good health. 

“Well,” the old man replied, “I’m not in a position to 
say right now. You see, I’ve been bargaining with two 
or three of them patent medicine concerns for a couple 
of weeks, but I ain’t quite decided yet.” 





32 














MODERN HOSPITAL. 


EDITORIAL AND PUBLICATION OFFICE 
22-24 East Ontario Street, Chicago. 











EDITORS 
Henry M. Hurd Fidelity Building, Baltimore 
Frederic A. Washburn . Mass. General Hospital, Boston 
Winford H. Smith . Johns Hopkins Hospital, Baltimore 
S. S. Goldwater . Mount Sinai Hospital, New York 
W. L. Babcock . — Grace Hospital, Detroit 
H. E. Webster . Royal Victoria Hospital, Montreal 
R. G. Brodrick San Francisco Hospital, San Francisco 


MANAGING EDITOR 
Joseph J. Weber . 22-24 East Ontario Street, Chicago 








SUBSCRIPTION 
Domestic postage, $3.00. Foreign postage, $3.50 (15 
Shillings). Single copies, 35 cents. Annual Review 
Number, 50 cents. 
Domestic rates include United States, Cuba, Mexico, 
Porto Rico, Canal Zone, Hawaii, and Philippines. 








Contributors, subscribers, and readers will find impor- 


tant information on advertising page 42 
aa Var 


DUTY OF GENERAL HOSPITALS TO 
CARE FOR THE TUBERCULOUS 


HE public endorsement by the Surgeon Gen- 

eral of the United States Public Health Service 
of the resolution passed by the National Tuber- 
culosis Association in 1916, recommending that 
general hospitals should admit tuberculous pa- 
tients and provide separate wards for this pur- 
pose, opens a question that should now be kept 
before the public, the medical profession, and 
those who are responsible for hospital adminis- 
tration until it is properly disposed of. It is a 
question that cannot be satisfactorily settled ex- 
cept by actually carrying out the proposals made 
by the National Tuberculosis Association. It 
would be difficult to improve upon Surgeon Gen- 
eral Cumming’s admirable summary of the ad- 
vantages to be gained by providing a limited num- 
ber of beds for the tuberculous in every general 
hospital. Such provision would “insure earlier 
diagnosis, would make possible the training of 
interns, would popularize treatment in the home 
climate, would provide convenient facilities for 
the observation and prompt treatment of pa- 
tients,” and would eventually bring about “a 



































sharpened perception and higher degree of skill by 
which the family doctor would make earlier diag- 
noses, and even forestall the development of clin- 
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ical tuberculosis in the adult before a definite di- 
agnosis is possible.” 

The question naturally arises how can impetus 
be given to, and recognition won for, this impor- 
tant public health movement. The attention of 
tuberculosis associations was in an earlier day 
largely concentrated on the establishment of san- 
atoriums; in a later stage of the tuberculosis 
movement, the efforts of those interested were 
directed mainly to the creation of tuberculosis 
clinics. Experience has demonstrated the weak- 
ness of the tuberculosis clinic standing alone, 
without hospital support. It is not always easy to 
make a prompt diagnosis of cases which present 
themselves at the clinic. The opportunity to put 
patients to bed at once under adequate control is 
invaluable—indeed, indispensable to the proper 
functioning of a tuberculosis clinic. 

The next great step in the tuberculosis move- 
ment should be a sustained effort to provide defi- 
nite clinical facilities, however limited, in connec- 
ion with every existing tuberculosis clinic. The 
tuberculosis clinics of the country should be im- 
mediately graded, and only those clinics which 
control clinical facilities be placed in Class “A” 
and publicly recognized as clinics possessing com- 
plete facilities. This, of course, does not mean 
that a new, diminutive, and relatively costly tu- 
berculosis hospital should be created for each 
clinic now in existence. A more rational proce- 
dure would be the establishment of a working 
connection between the clinics and existing hos- 
pitals. The contribution of hospitals to the public 
service would thus be greatly enhanced, the clinics 
would be strengthened, the public mind would be 
swept free of harmful misconceptions, and hos- 
pital interns, into whose hands the whole public 
health movement of the future eventually must 
be committed, would not enter into practice, as 
they often do today, lacking in the power to make 
an accurate diagnosis and a reasonably correct 
prognosis in cases of pulmonary tuberculosis. 








MEDICAL SERVICE FOR ALL 


HE University of California, at Berkeley, Cali- 

fornia, has 7,014 students. It has been carry- 
ing on a students’ health service from which the 
world at large may learn some valuable lessons 
in preventive medicine. Indeed, through the 
message which the students carry to their own 
homes and communities, it is learning these les- 
sons now. 

It had been observed by the faculty that poor 
class attendance was due principally to sickness, 
and not to a lack of interest in the studies, or 
idleness. Under the leadership of Dr. G. F. Rine- 
hart, who was inspired by the principles of social- 
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ized medicine, and who had several years experi- 
ence behind him, a student’s health service was 
established with a dispensary and hospital on the 
campus, and a department of hygiene as its com- 
ponent parts. 

As the state in its annual university budget 
makes no provision for students’ health preserva- 
tion, the work is supported by fees collected as 
part of the regular academic entrance fee. Of 
this amount, $3.00 per capita is placed, each 
semester, in the infirmary fund. For the fees 
charged the University provides besides a com- 
plete physical examination and vaccination when 
necessary upon entrance, dispensary and hospital 
care, which includes food, shelter, medical and 
nursing service, medicine, x-ray and clinical and 
laboratory examinations. There is no extra 
charge except for special surgical operations and 
attendance. 

Now, what we desire to call special attention 
to is the fact that the number of students who 
seek medical treatment and advice annually is be- 
tween 50 and 78 per cent. This high percentage 
among a group of relatively young people shows 
that the average person requires medical service, 
if only as a preventive measure, and when it is 
procurable at anything approaching a moderate 
fee, avails himself of it readily, even eagerly. 
It illustrates on a small scale what will undoubt- 
edly happen the world over when hospitals and 
medical facilities are so organized and admin- 
istered as to place them within the ready reach of 
all who need them. We concede that physicians 
should be paid a fair compensation for their time 
and skill. What we plead for, however, is such 
an organization of our hospitals and medical 
facilities as will make it possible for people of 
moderate means to get the medical service they 
need, which they are not getting now because 
they cannot afford to pay for it. Rather than 
incur the bills that would accrue, they are re- 
fraining from seeing their physician and per- 
mitting physical conditions to continue that are 
bound to develop into more serious conditions. 








OHIO HOSPITAL ASSOCIATION TAKES 


LEAD 
E Ohio Hospital Association at its sixth an- 
nual meeting, held recently in Columbus, Ohio, 
voted itself out of existence. This bit of news, 
however, need not alarm those who are interested 
in the organization and success of state hospital 
associations. The Ohio association was out of 


existence only until its former members in con- 
vention assembled could vote the association into 
existence again as the Ohio Section of the Amer- 
ican Hospital Association, bearing its former 
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name, The Ohio Hospital Association. This asso- 
ciation had the coveted distinction of being the 
first state hospital association organized. The 
new Ohio Hospital Association has the distinction 
of being the first state hospital association to vote 
itself a section of the American Hospital Associa- 
tion. In taking this action, the Ohio association 
took advantage of the opportunity offered by the 
American Hospital Association to all state asso- 
ciations to be approved as a “geographical sec- 
tion” of the American Hospital Association, under 
certain conditions set forth in a paper on “A 
Stronger Organization of the American Hospital” 
read by Dr. Andrew R. Warner at the Ohio Hos- 
pital Association’s recent annual meeting, and 
published on page 480 of the June issue of THE 
MODERN HOSPITAL. 

It is to be earnestly hoped that the example 
set by the Ohio association will not only stimulate 
existing state and provincial associations, of 
which there are now thirteen, to become “geo- 
graphical sections” of the American Hospital As- 
sociation, but will also give a decided impetus to 
the organization of other state and provincial 
associations throughout the United States and 
Canada in order that they, too, may become “‘geo- 
graphical sections” of the American Hospital 
Association. Since the latter association is def- 
initely committed to the policy of furthering the 
organization of state sections, it stands ready to 
assist in every way possible the hospitals of any 
state that desire to set up an organization. It 
should perhaps be emphasized that state associa- 
tions, in becoming sections of the American Hos- 
pital Association, do not in any way lose their 
individual autonomy. 








DEATH OF SIR HENRY BURDETT 


REMARKABLE personality passed away 

when Sir Henry Burdett, editor of the “Hos- 
pital” and author of “Hospitals and Charities,” 
died on April 29 last, in his seventy-third year. 
His career began as a medical student; after al- 
most completing his curriculum, he was appointed 
secretary of Queen’s Hospital, Birmingham. He 
was only 21 years of age when he took this post, .- 
which he held for six years. During the next six 
years he acted in a similar capacity at the Sea- 
men’s Hospital, Greenwich, where he made so 
great a reputation as an organizer and financial ex- 
pert that he was appointed to the important post 
of secretary to the Share and Loan Department 
of the Stock Exchange. He occupied the posi- 
tion for seventeen years, in which time he greatly 
enhanced his reputation and compiled “Burdett’s 
Official Intelligence,” a perfect mine of informa- 
tion on Stock Exchange securities, and also wrote 
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many able papers on finance of every description. 

The fame of Sir Henry Burdett rests rather 
on his work on behalf of voluntary hospitals and 
the nurses’ calling than on his other public serv- 
ices, valuable as they undoubtedly were. His ex- 
perience as hospital secretary had taught him the 
real needs of such institutions and the best means 
for gaining public support. He was, if not the 
first to realize the lack of institutional accommo- 
dation and treatment for that large portion of the 
middle class who could not afford proper treat- 
ment in their own homes, at any rate, the first 
to provide such accommodation and treatment, 
and was mainly responsible for the opening of the 
hospital for paying patients in Fitzroy Square, 
London. Sir Henry took intense interest in the 
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voluntary hospitals and was one of the earliest 
workers in the cause of the Hospital Sunday 
Fund. In 1887 he founded the Royal National 
Pension Fund for Nurses. In 1883 he published 
his “Hospitals and Charities, a Yearbook of Phil- 
anthropy.” 

Sir Henry was an untiring worker, and has 
left behind him as a monument to his labor one 
more lasting than brass, the raising of the stand- 
ard of the nursing profession and immense im- 
provements in hospital management. It may be 
said that in addition to the great gifts of al- 
most genius for organization and financial ability 
he was endowed with a persuasive eloquence. If he 
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believed in a project his silver-tongued oratory 
and art of persuasion greatly aided him in in- 
ducing others to accept his views. Many will reap 
where he sowed with so great courage, sincerity 
and industry. 








THOSE VAGUE COMPLAINTS 


AID a hospital superintendent: “I am looking 

for a fat man and I am having trouble to 
find him. I want him for the information desk 
and I want him quick.” 

The superintendent then went on to explain that 
sometime ago he determined to find the cause for 
the rather constant criticism of his institution, 
criticism that seemed wholly unwarranted. He 
was certain, he said, that the medical work was 
of high grade, that his nurses were well trained, 
and that the food and service were satisfactory. 
In spite of this, there seemed to be a tendency 
among the public for uncomplimentary observa- 
tion. This tendency, or as the superintendent put 
it, the habit of finding fault was difficult to 
analyse. It was all the more difficult because the 
criticisms were vague; they evaded analysis. 

A painstaking process of elimination, and a fol- 
low-up, or rather a follow-down, of the comments 
revealed the source of the trouble. It was at the 
very entrance of the hospital, at the information 
desk. “The quick, nervous types,” said the super- 
intendent, “that I had at the switchboard and the 
entrance I had thought very efficient. I suppose I 
thought so because they were quick, but I was 
wrong. They didn’t stand the strain well, they 
did not lend themselves out to the other man’s 
point of view. To them a visitor was an intruder. 
And now I’m going to have a big good-natured 
man, two if necessary, men who will wear well, 
who can smile, and who will make people good- 
natured in spite of themselves. It takes a fat 
man to do that.” 

If the superintendent is right, we need fat men. 
The information desk of any hospital is the first 
place and the last place for good nature. To this 
desk come the anxious friends and the worried 
relatives. 

To the switch-board come the inquiries and 
urgent messages in endless number. Through 
the door come policemen, reporters, business men, 
and laborers, the rich and the poor, those that 
speak English and those who do not. All these 
people receive a lasting impression of the hospital 
at its very door. Many of these receive their last 
impression there. The information desk has much 
to do with the reputation of any hospital. Good- 
nature is an overlooked asset in many hospitals— 
at least at the important entrance corridors. 











July, 1920 


THE HOSPITAL HOSTESS—A NEW 
DEPARTURE 


By RUTH H. BACKUS, Rochester Homeopathic Hospital, 
ter, N. ¥. 

In the recent Community Chest campaigns for money 
in the city of Rochester, there has been much incidental 
criticism of the hospitals. Workmen in factories and 
elsewhere, few in number but vociferous to an extreme, 
refused to contribute to the Chest because the hospitals 
were included, telling at the same time some tale of neg- 
lect, or over-emphasis of finances on the part of some of 
these hospitals. Almost every concrete case investigated 
proved to be greatly exaggerated, or an entire fabrication. 
The fact that these ideas existed, however, is a symptom 
of a state of mind towards hospitals which is all too preva- 
lent. It is believed by those who know the facts that the 
large majority of criticisms of hospital management arise 
from misunderstandings. The ordinary hospital staff is 
far too overworked to take time to explain the necessity 
for rules and regulations which to the outsider seem cruel 
and unnecessary. To those familiar with hospital life, it 
is apparent how many situations arise where there is 
chance for misunderstanding. 


Roches- 


Hospital Hostess Service, Personal 


It was this condition in the hospital and outside which 
led the board of supervisors of the Rochester Homeopathic 
Hospital to appoint a so-called hospital hostess. This 
position was created for the purpose of establishing a 
better understanding and a more cordial relationship 
between patient and hospital. Everyone is familiar with 
the “Hostess Houses” which were connected with our 
camps here and abroad during the war. This new work 
is designed to meet those same conditions and perform 
similar services in the hospital; hence the name hostess. 
Her work extends throughout the hospital among all pa- 
tients, private and staff. The title itself suggests many 
of her duties. She introduces herself to each new patient, 
offering her services in meeting friends or family, in tele- 
phoning, supplying reading material, shopping, or in meet- 
ing any need which may arise. At the very beginning 
the hostess explains to the patient that she represents 
neither the medical nor the business side, but is there 
for the patient’s benefit. She urges especially that any- 
thing unpleasant, or any seeming neglect be referred to 
her attention. If the patient is from out of town and has 
not a special nurse, the hostess keeps the family informed 
of his progress by telephone or letter. In several instances 
she has found board and lodging for visiting relatives or 
arranged for meals in the hospital. She is particular 
to note on the entrance slip if the patient is from out 
of town, has no relatives, or anything else which may 
indicate possible loneliness. It is usually clear after the 
initial contact whether there is need of daily visiting or 
special cheer. 

Another important duty is the meeting of families of 
patients who are undergoing operations. There has not 
been time heretofore to see that these anxious people 
have frequent word from the operating room, or that they 
see the patient or the surgeon at the first opportunity 
after the operation. There seems to be a universal desire 
on the part of these people to talk to someone, and it 
offers the hostess a fine opportunity for establishing the 
right contact with the relatives and for seeing that the 
hours of anxious waiting are less tedious. It is very 
natural for these same people to bring matters which may 
need straightening out later to the hostess for adjustment. 
She also keeps a watchful eye over the friends and rela- 
tives of patients who have no chance for recovery. It 
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has been her experience that a cup of tea or a kind and 
cheering word at such a time makes a lasting impression. 
One woman, grief stricken at the death of an only daugh- 
ter, tried in broken words to express her appreciation of 
this service. She said, “You never can tell where you 
may find friends. A hospital is the last place where I 
expected to find them.” 


Hostess Adjusts Complaints 


Another duty, no less important though not so pleasant, 
is to receive complaints either from dissatisfied patients 
or their families. Each patient is interviewed upon dis- 
charge, and his impression of service, food, etc., is re- 
quested and carefully recorded. The patients seem to feel 
free to express their complaints frankly. There have been 
a number of complaints, more or less trivial, from patients’ 
families. A few of these problems have to be taken to 
the superintendent for solution, but the majority require 
only a sympathetic and patient explanation, which the 
regular office force has not the time to give. A case in 
point is that of a family which was dissatisfied with the 
treatment their son, a staff patient, was receiving, and 
were on the point of removing him to another hospital. 
They would have done so and gone away bitterly criticis- 
ing the hospital had not the hostess been there to step 
in. She was able to arrange a conference between the 
family and the physicians attending the boy, and together 
they went over the causes of dissatisfaction. As a result, 
the family acknowledged they were in the wrong, had 
misunderstood what was being done, and frankly con- 
fessed they had been unjust and unreasonable. The 
hostess had the most pleasant relations with them during 
the weeks that followed, and upon their son’s discharge, 
they were most cordial in their appreciation of the care 
which their son had received. Almost the entire after- 
noon was spent with this family to accomplish this result. 
No one else could have spent this amount of time. 


Hostess Informs of Institution Policy 


A valuable service can be rendered in giving correct and 
detailed information to relatives of patients regarding 
their general condition. The families of staff cases have 
little or no opportunity to discuss diagnosis, operations 
or post-operative care with the physicians in attendance. 
The hostess spends much time, if need be, to convince the 
inquiring relative of the wisdom of the prescribed course, 
or the necessity for the suggested operation. The slogan, 
“It Pays to Advertise,” is apropos just here. It is very 
necessary that these families, and through them the pub- 
lic, should know of the expert knowledge, the money, and 
efficient care which is expended on these staff cases. 
Among other misconceptions which are current among the 
families of staff patients is the one concerning the relation 
which a patient’s financial standing bears to his physical 
care. It has been a revelation to many to learn through 
the hostess that the doctors and nurses know nothing 
about the financial arrangements, and that money does 
not enter into consideration in the treatment of the 
patients. 

There are many other services which the one holding 
this position can render. Flowers, magazines, new books, 
etc., sent into the hospital for general use go to the per- 
sons most in need of them, through the hostess, who knows 
the patient’s morale as the physician knows his physical 
condition. Correspondence pertaining in any way to the 
patients’ welfare or written inquiries concerning their 
condition are referred to her for answer. Another duty 


is to confer with the reconstruction aide in charge of occu- 
pational work, who is in the hospital only three afternoons 
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a week and who depends on the hostess for her knowledge 
of patients most in need of this service. This is only 
the briefest summary of the hostess’ most obvious duties. 
Members of the hospital staff have a way of saying that 
anything which no one else cares to do, or which falls 
outside of the regular routine in the office, belongs to 
the hostess. Very frequently she runs a small day nursery 
for lost, strayed, and stolen children whose families leave 
them around the hospital. There are numberless things 
which she finds to do each day and which make all the 
difference between a satisfied and dissatisfied patient. 


Volunteer Aide Service of Value 


The hostess is not working entirely alone in this field. 
Profiting by the successful experience of the Rochester 
General Hospital, the institution has established a volun- 
teer aide service. One of these aides is on duty each 
day in the hospital, to meet and greet persons upon enter- 
ing the institution, to direct them, or to lend any friendly 
service, and above all, by her tact, sympathy, and friend- 
liness to interpret the true spirit of the hospital to the 
outsider. These aides are of the greatest help to the 
hostess. She is able to turn over to them things which 
would otherwise go undone for lack of time. They help 
arrange parties in the wards, distribute flowers, or play 
the Victrola for the patients on one or another of the 
floors. It has been possible to secure the finest type of 
women for this work, a type which no hospital could em- 
ploy in the old position of “hall girl.” 

It may be well to say a word of the relation which the 
hostess bears to the social service department. It is in 
this particular connection that whatever social training 
she has had is of special value, as the cases to be referred 
to the social worker are left to her judgment. This 
department no longer attempts to visit the wards on 
a large scale but relies on the hostess’ knowledge of the 
patients to refer any particular problem or case in need 
of follow-up care. In turn, a patient who enters the 
ward through the dispensary is called to the hostess’ atten- 
tion by a brief memorandum setting forth the patient’s 
social history and the dispensary diagnosis. The relation 
between the hostess and the social service secretary is 
one of close cooperation. They work together on many 
problems. All matters of entertainment in the wards, 
formerly under the social service department, are now 
under the direction of the hostess. Her appointment has 
lightened the responsibility of this department inside the 
hospital, and given the workers more time for the neces- 
sary follow-up work outside hospital walls. 

It is necessary for the one holding this position to keep 
at all times the patient’s point of view and never lose 
sight of the fact that she is dealing with over-anxious, 
and hence over-critical individuals. She must have suffi- 
cient imagination to see that the hospital in which she 
is so much at home is to many a place of mystery, gloom, 
and even positive terror. She must never begrudge any 
amount of time spent in “getting across” to these people 
the true spirit of the institution. 

It is too soon to claim any great or significant results 
for this new work. The results of it at any time will be 
difficult to measure. Those who know the hospital best 
and those skilled in reading the public mind believe it 
will be of increasing value to the hospital and community. 





A Red Cross man in the recreation room of one of 
the Debarkation Hospitals offered to send a telegram 
home for a returning wounded soldier. This is what the 
boy dictated: “Debarked, deloused, delighted. JIM.” 
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THE SIGNS OF DEATH 
By LOUIS J. FRANK, Superintendent of Beth Israel Hospital, New 
York City 

Fiction writers and dramatists love to dwell on the 
heart gripping phantasmagorias of premature burial. 
The thoughts, the fears, the restless, hopeless despair of 
the individual who has been consigned to his last resting 
place during a period of unconsciousness, and who awakes 
in his vault of six by two to contemplate his fate—is too 
horrible a possibility for us to scrutinize phlegmatically. 
If the contemplation of the something after death, as 
Hamlet says, makes us to shudder and pause, the hor- 
rible terror of the transition from life to nothingness in 
an oaken casket six feet underground, is too dreadful for 
human appreciation. 

We all remember the famous “Inhumations prema- 
turées” of fiction. Sinbad, the Sailor, of the Arabian 
Nights had the misfortune during one of his journeys to 
be wrecked on the shores of a land where he married one 
of the women of the country. When his wife died, he 
found the people mourning for him, and his consternation 
was great when he was told by his relatives that he had 
to be buried with his dead wife. His protests were of no 
avail, and he was lowered into the subterranean passage, 
where his lively despair is to be imagined. How he 
escaped, with the aid of Allah, need not occupy our atten- 
tion here. 

Victor Hugo, in “Les Miserables,” described the inten- 
tional burial of Jean Valjean, who very nearly succumbed 
to asphyxia. Poor Jean! We never pity him so much 
as when he lies in the coffin waiting for the gardener to 
come and release him. 

Edgar Allen Poe, the great mystic, has several times 
written on the psychology of live burial: 

“To be buried alive is, beyond question, the most terrific 
of these extremes which has ever fallen to the lot of 
mere mortality. That it has frequently, very frequently, 
so fallen, will scarcely be denied by those who think. The 
boundaries which divide life from death are at best shadowy 
and vague. Whoshall say where the one ends and the other 
begins? We know that there are diseases in which occur 
total cessations of all the apparent functions of vitality, 
and yet in which these cessations are merely suspensions, 
properly so called. They are only temporary pauses in 
the incomprehensible mechanism. A certain period elapses, 
and some unseen mysterious principle again sets in motion 
the magic pinions and the wizard wheels. The silver 
cord was not forever loosed, nor the golden bowl irrepar- 
ably broken.” 

Recently there occurred a gruesome incident in one of 
the Berlin hospitals. Rautenberg reports the case of a 
nurse who took a huge dose of morphin, and when brought 
to the hospital was pronounced dead by the physician. 
The indications of death were rigidity, intense pallor, 
absence of reflexes, pulse, respiration and heart beat. 
After fourteen hours in the morgue, an official desiring 
to identify the body opened the coffin. The cheeks had 
a purplish tinge, and the larynx moved slightly. Cam- 
phor and caffein were given subcutaneously and the 
stomach was washed. The patient recovered completely. 


Possibility of Premature Burial 


It is true that the existence of premature burial is 
remote, but while the probability is far fetched, the dread- 
ful possibility still exists. As Brouardel, the great French 
authority, says: 

“The combination of signs of death gives us almost 
complete certainty of death. But I believe that it is right 
to remain in a state of philosophic doubt; we know that 
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apparent death may last for a longer or shorter time, 
and that in three cases at least—persons considered to 
be dead have been called to life. The verification of death 
should always be entrusted to a physician, who alone is 
competent to estimate the value of the different signs 
that we have just been examining. I believe that acci- 
dents will then be, if not impossible, at any rate infinitely 
rare, and I am obliged to add that though there is a 
great improbability of a living person being buried alive 
under these conditions, in which actual death is, or rather 
is not, complete—still it is impossible to assert that the 
direful contingency might not happen.” 

That there is no one certain sign of death is accepted by 
most authorities. In ancient times, Democritus, the great 
philosopher, stated that there was no certain sign of the 
cessation of life. In 1742, a remarkable incident occurred 
which stimulated the public to take an interest in this 
matter. Winslow, a French physician, wrote a memoir 
describing how he had been twice placed in a coffin, and 
his anguish during the burial period. This caused such 
a furore that “mortuary chambers” were established where 
the body was placed in a bed, surrounded by flowers, with 
a bellrope in its hand, to summon assistance in case it 
revived. 


Routine Procedure for Determining Death 


In hospital practice, it is essential to inaugurate a rou- 
tine procedure for the determination of the death of a 
patient. This procedure is to be enforced by the execu- 
tive of the hospital in every instance when the demise 
of an individual takes place. 

The first requisite is that the resident or house physician 
or surgeon be the one to pass on the death of the patient. 
He is the one to apply the necessary tests and to pro- 
nounce the individual dead. The nurses or the younger 
physicians present should not have this authority. Nor 
should they cover the patient’s face with a shroud until 
the physician has made his examination and pronounce- 
ment. 

The tests to be routinely applied in every case are the 
following: 

1. Pulse. 

2. Corneal reflex. 

3. Light reflex. 

4. Heart and respiration by means of stethoscope 
(listening for two or three minutes). 

5. Electro-cardiograph. 

6. A ligature should be applied over the patient’s arm, 
and careful note should be taken that the distal veins 
do not fill. 


A Positive Test of Death 


The most positive test of death is made by the opening 
of an artery. Herold applied this test with the greatest 
satisfaction in a large number of instances. 

“Feeble muscular contractions of the heart will cause 
the blood to flow to the radials and temporals, even when 
there may be no pulse perceptible. The arteries of a dead 
person are likened to empty india-rubber tubes; if there 
be any circulation at all, no matter how slight it may be, 
blood will be found in the arteries, pumped there by the 
heart muscles. No cataleptic or trance subject, no person 
in profound sleep, nor with suspended animation, could 
exist for more than one hour, with an artery exposed 
and open, so that the.blood could flow from it. This is a 
certain and infallible test, and should be practised on 
the bodies of all dead persons.” 

From my correspondence with the authorities of various 
of the large hospitals of America, I find that no routine 
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procedure is in vogue, and the determination of death 
is left to the discretion of any physician in the hospital, 
who, at times, makes a superficial examination and pro- 
nounces the patient dead. This, in my opinion, is a 
grievous error, and should be promptly remedied. The 
physician in charge is to be instructed as to which tests 
he is to perform before he covers the face of the body. 
In this manner the fearful contingency of premature 
burial will be avoided. 

This has special reference to deaths that occur in hos- 
pitals, where the body, immediately upon the establish- 
ment of death, is removed to the morgue. At home the 
body remains either on the bed or on the floor, according 
to the custom of the creed, and some time elapses before 
the body is taken away. 





THE NEW YORK CLINIC FOR SPEECH 
DEFECTS—A DEPARTURE IN CLINICS 
By JAMES SONNETT GREENE, M.D., Medical Director of the New 
York Clinic for Speech Defects 

The war awakened the world to a new interest in all 
mental and physical conditions. “Reconstruction” became 
the slogan of the day. Never before in the history of man 
have so many workers consecrated their best thought and 
effort to the subject. A mental or physical handicap 
usually throws a person, regardless of his position in 
society, into a state of extreme discouragement. The hope 
of his future lies in making him believe, feel, and realize 
that he has a future. It is not my purpose to enumerate 
the various kinds of disability that the human being is 








A group of edult stutterers receiving treatment at the New York 
Clinic for Speech Defects 


heir to, but, of the different phases, there is none more 
depressing, than a speech disability. 

Modern medicine has put to its credit a notable achieve- 
ment by its demonstration that defective speech is at bot- 
tom a pathological condition. 

Speech defects have been treated or mistreated by 
almost everybody, in all walks of life; as far back as we 
can go in history there was always someone who needed 
treatment. 

We have just about reached the stage when both lay and 
medical men realize the fallacy of the old hackneyed 
phrase about imperfect speech, heard again and again: 
“Your child will outgrow it.” There are enough adult 
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sufferers who constantly come under observation to illus- 
trate definitely that tradition in this instance does not 
hold good. All phases of the subject have received con- 
siderable attention abroad. Some of these phases have 
been given attention here, but the most essential feature 
of the problem, the practical handling of it, has been 
almost totally neglected. 

Observations along these lines resulted in the working 
out of what we deemed the practical solution of the 
problem. We felt that the great need was for a coopera- 
tive work in which there was a definite, intimate relation- 
ship between medical, re-educational and social therapy. 
In other words, a center where the doctor, the teacher, and 
social worker are working in complete harmony. 


First Free Clinic for Speech Defects 


The New York Clinic for Speech Defects, the first free 
medical clinic devoted solely to the cure of voice and speech 
disorders, licensed by the State Board of Charities, is 
located at 143 East 37th Street, New York City. The 
clinic has a number of departments: A medical depart- 
ment to take care of the physical condition of the pa- 
tients; a dental department to take care of the teeth, 
mouth, and jaw conditions when such conditions are the 
causative factors of defective speech; a nervous and 
mental department to take care of such conditions when 
they are causative, or associated with defective speech; 
a re-educational department to re-educate patients to 
overcome their faulty voice or speech habits; a depart- 
ment for the teaching of lip reading to those who are 
deaf, and a public speaking department for post-graduate 
patients. 

The clinic is open every afternoon from four to six 
o’clock. These hours were chosen in order not to inter- 
fere with the children’s school hours. The clinic is also 
open on Monday, Wednesday and Friday evening from 
eight to ten-thirty. These hours were selected to enable 
working men and women who desire to do so, to come 
for treatment without sacrificing their working hours. 

It is quite interesting to note how a flower-box in the 
window, chairs instead of long gloomy benches, a wicker 
table with current magazines, the coloring of the walls, 
selected so as not to convey an institutional feeling, gives 
a place an atmosphere that is distinctly different from 
the traditional dreary one that is more or less prevalent 
in clinics. We pride ourselves that, although we are 
conducting a clinic, we have succeeded in attaining just 
such an atmosphere—a non-clinical atmosphere. 

The clinic is in cooperation with both the lay and med- 
ical institutions of the city. Physicians, social workers 
and teachers, refer their defective voice and speech cases 
to the clinic for treatment. Besides treating patients 
suffering from such speech defects as stuttering, stam- 
mering, lisping, agitophasis, audimutetas, mutism, etc., 
the clinic takes care of patients suffering from abnormal 
voice conditions, such as aphonia, hypophonia, falsetto 
voice, and others. Everyone at some time or other has met 
a person who speaks in a high, shrill falsetto. Such pa- 
tients wander around, and do not know where to go for 
treatment. Since the clinic has been opened a great 
many of these have been treated, and their voices changed 
to the normal register. 

We have found that the social phase of the work 
carried out by the clinic is of utmost importance for the 
attainment of desired results. The family and personal 


history gives a clue to the general status of the patient. 
After a patient has attended the clinic and has become 
acclimated to the conditions found there a heart-to-heart 
talk with the director yields results that are amazing. 
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A group of stammering children receiving treatment at the clinic. 


We all possess undiscovered gifts. Life’s conflicts, espe- 
cially to those suffering from defective speech, are so 
tremendous and severe that these gifts are starved out. 
Though the soil is fertile and the seed fell there, un- 
fortunately, appalling surroundings and personal condi- 
tions did not allow it to develop. 


Speech Defects in Emotional Persons 


Most of those suffering from speech defects are highly 
strung or sensitively organized. They are emotional, 
tempermental, and easily influenced. If nothing is done 
to help them to establish mental stability, what is the 
result? They help to recruit our vast army of truants, 
delinquents, vagrants and gangsters. From a_ weak, 
good-natured individual is evolved one with tendencies 
toward criminality. Think what it must be during the 
storm and stress of adolescense, to be in dread of making 
oneself absurd; to be cut off from spontaneous normal 
social life; to be always seeking a cure, and to find only 
“the hope long deferred that maketh the heart sick.” No 
wonder many a stutterer who begins life as wholesome- 
minded and normal as any of us, turns crabbed and mis- 
anthropic under his torment, and breaks down nervously 
at the end. 

On taking up treatment at the clinic one automatically 
becomes a member of the Ephphatha Club. The adults 
belong to the Senior Ephphatha Club and the children 
to the junior. The members hold regular debates on the 
topics of the day, lectures are given by members and out- 
siders, discussions and divers others things occur in which 
the principal objective is the attainment of normal speech. 
A step further toward social life was gained when the 
club gave a sociable, in other words, a regular old- 
fashioned party—music, dancing, recitations, pink lemon- 
ade, and ice-cream. All that is necessary to say about 
the success of our parties is that when the first one was 
over, one of our patients, an American, thirty-eight years 
old, came to the director and told him that it was the first 
party he ever attended, for, as he had stuttered since 
childhood, no one was ever interested enough in him to 
make him do something he was always afraid to do, mingle 
socially. This is hardly conceivable to the uninitiated. 
However, when one considers that attempts at speech are 
an embarrassment both for the speaker and the listener, 
it is readily understood why these sufferers lead a hope- 
less life. The Ephphatha Club, which is a branch of the 
clinic’s social service, has turned out to be a great bene- 
factor to its members. 

The New York Cline for Speech Defects has been 
organized with certain definite objects in view: 

To cure all forms of speech and voice disorders such as 
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stuttering, lisping (stammering), nasality, cleft palate 


speech, etc. 


To take care of defective teeth, mouth or jaw conditions 
when such conditions are the causative factors of defective 


speech. 


To take care of nervous and mental conditions when 
such conditions are causative or associated with defective 


speech. 


To re-educate patients to overcome their faulty voice or 


speech habits. 


—— — OOo 0 — OE—E———— 


Dr. Richard H. Creel 
Dr. Joseph W _ Schereschewsky Dr. 


Dr. Joseph W. Schere- 
schewsky. — Assistant Sur- 
geon General in charge of 
the Division of Scientific Re- 
search. Born Pekin, China, 
March 6, 1873. Graduated 
Dartmouth Medical College, 
1899. Entered United States 
Public Health Service, Nov. 
2, 1899. Advanced to Passed 
Assistant Surgeon Nov. 4, 
1904, and to Surgeon, De- 
cember 1, 1912. Detailed to 
his present position January 
31, 1918. 


Dr. Richard H. Creel.—As- 
sistant Surgeon Genera) in 
charge of the Division of 
Foreign and Insular Quar- 
antine. Born Blacklum, Mo., 
July 20, 1878. Graduated 
University Medical College, 
Kansas City, Mo., 1900. En- 
tered U. S. Public Health 
Service, July 27, 1902. Ad- 
vanced to Passed Assistant 
Surgeon August 5, 1907, and 
to Surgeon August 5, 1914. 
Detailed to his present posi- 
tion May 15, 1916. 
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James S. Perry 


Dr. Allan J. McLaughlin. 
—Assistant Surgeon General 
in charge of Division of Do- 


mestic Quarantine. Born 
London, Ontario, June 26, 
1872. Graduated Detroit 
College of Medicine 1896. 


Entered U. S. Public Health 
Service, April 3, 1900. Ad- 
vanced to Passed Assistant 
Surgeon April 10, 1905, and 
to Surgeon, December 1, 
1912. Detailed to his pres- 
ent position Jan. 12, 1918. 


_Dr. James C, Perry.—As- 
sistant Surgeon General in 
charge of the Division of 
Personnel. Born Pasquo- 
tauk County, North Caro- 
lina, January 5, 1863. Grad- 
uated Medical Department, 
University of Maryland, 


1885. Entered U. S. Public 
Health Service March 21, 
1889. Advanced to Passed 


Assistant Surgeon April 19, 
1893, to Surgeon, March 1, 
1904, and to Senior Surgeon, 
March 4, 1915. Detailed to 
present position Feb. 1, 1918. 


Dr. Allan J. McLaughlin 
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To educate or re-educate patients who are deaf or 
hard-of-hearing. 

To maintain a central information bureau and clearing 
house for speech and voice disorders. 

Clinical Hours—Afternoons: 4—6 P. M. 
Evenings: 8—10 P.M., Mondays, Wednesday, Fridays 
A special feature is the evening classes. These make 

it possible for working boys and girls, men and women, 
who have to earn a livelihood, to obtain relief from their 
affliction. 


SURGEON GENERAL CUMMING AND STAFF 


Dr. Charles Bolduan 


Dr. Benjamin S. Warren 
i Claude S. Pierce Dr. 


Dr. Hugh S. Cumming Dr. William G. Simpson 


Charles Bolduan. — 


Benjamin 8S. Warren. Dr. 
Sanitarian in 


Consulting 


Dr. Hugh §S. Dr. 
—Assistant Surgeon General 


Cumming. me in charge of the Division of charge of Section of Public 
geon General, Sanitary Reports and Sta- Health Education. Born 
United States tistics. Born Clayton, Ala- Bielsfeld, Westfalen, May 7, 
Public Health bama, Nov. 9, 1871. Gradu- _— Gracuases College 
a > ated Medical Department, *hysicians anc Surgeons, 
enol 5S he Tulane University, 1891. En- Columbia, 1901. Bacteriolo- 
Aug. 17, 1869. ‘tered U.S. Public Health gist, Research Laboratory, 
Aus. "+ Service, June 22, 1900. Ad- N. Y. City Dept. of Health, 
Graduated a! niver- vanced to Passed Assistant Nov. 1904, Dir. Bureau of 
sity of Virginia, Surgeon June 25, 1905, and Public Health Education, 
1893, and from to Surgeon, December 1, N. Y. City Health Dept., 
University College 1912. Detailed to his pres- 1914, Entered U. S. Public 
of Medicine, 1894. ent position Feb. 1, 1918. Health Service as Consulting 

Sanitarian, Sept. 15, 1918. 


Entered U. Ss. 


Health Dr. Claude C. Pierce.—<As- 


Detailed to present position 


Public sistant Surgeon General in o1¢ 

Service, May 25, charge Division of Venereal March 16, 1919. 

1894, Advanced Diseases. Born Chattanooga, Dr. William G. Simpson. 
to Passed Assist- Tenn., June 15, 1878, gradu- —Assistant Surgeon General 
ant Surgeon, May ated Chattanooga Medical in charge Div. of Hospitals. 
16, 1899, and to College, 1898. Entered U.S. Born Iichester, Md., April 
Surgeon, March Public Health Service June _— —_ Pn ae my = 
_~ are 22,1900. Ady ca ept., Columbian Univ., 
16, 1911. Detailed - Asenei@ Pane Se Mitel Oh fae 


as Assistant Sur- Assistant Surgeon June 27, 
geon General No- 1905, to Surgeon, December 
vember 21, 1918, 1, 1912, and to Senior Sur- 


Health Service March 7, 1890. 
Advanced to Passed Assist. 
Surg. May 25, 1894, and to 


and commissioned geon March 4, 1915. De- Surg. Feb. 10, 1906. Detailed 
Surgeon General tailed to his present posi- to present position Nov. 14, 
March, 1920. tion. 1913. 
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THE PROCESS OF HOSPITAL STANDARDIZA- 
TION 


The minimum standard of the College in its hospital 
program is now familiar to a majority of the physicians 
and surgeons of the continent and it is well known to 
practically every hospital superintendent. Further, doctors 
and superintendents know that the minimum standard is 
their own expression as to the first essentials in the right 
care of patients. The time of discussion has gone by and 
the time of action has arrived. Some details of this 
action, or of the process of standardization may be of 
interest. 

The program of the College for 1920 is, through its 
staff of visitors, to explain in detail to superintendents, 
staffs, and trustees of these hospitals what the minimum 
standard is, what the problems are which arise in con- 
nection with it, and what the practical solutions to these 
problems are as determined by experience among hospitals. 
Further, the visitors are to collect exact information as to 
the extent to which each hospital fulfills the standard. 
The visitor’s record card as shown below illustrates the 
fashion in which this information is gathered. On the 
face of the card the visitor reports concerning staff meet- 
ings, case records, and laboratory service; on the reverse 
side of the card, concerning the number of deaths, autop- 
sies, facilities for pathological work. General notes are 
also included. 

At the present time there are seven visitors of the 
College—all men with medical education—at work in the 
field. One is now in Louisiana, one in South Carolina, 
one in New Jersey, another in Michigan, another in Ohio, 
still another in Oklahoma, and two in Canada. The num- 
ber of field workers is to be increased. The work of the 
visitor is to be helpful and constructive. With this policy 
thoroughly understood, he starts on an itinerary planned 
some two months in advance. The hospitals are notified 
in advance of each visit. On visiting a hospital the man 
in the field mails a daily report to the central office. With 
this daily report are enclosed cards with the information 
gathered at each of the hospitals. At the end of each 
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week the visitor also sends to the College a letter which 
covers in minute detail the results of his week’s effort. 
He reports especially suggestions of value which he has 
received, and he gives any information which in his 
opinion will make for the betterment of the work. 

Busy superintendents, busy doctors, and busy trustees 
are cordial in their cooperation. As one doctor put the 
matter: “It is wise that we lead now in a program for 
the better care of patients rather than to be forced later 
by the public to follow in such a program.” 

The following extract taken from the instructions issued 
to each hospital visitor tells its own story: 

“The visitor is to collect facts and he is to collect facts 
only with the good will and approval of the respective 
hospitals. His mission is business. He is not a detective, 
an unbidden critic, nor a social caller. He is not to make 
comparisons of one institution with another. He is to be 
helpful and constructive. The success of his visit will 
depend much upon his sincerity. He must believe in his 
work, The visitor who is unwelcome has in all probability 
not wisely handled the situation.” 


IROQUOIS HOSPITAL BENEFITS BROAD 
TERRITORY 


By F. L, HOOPER, Trustee, and HELENA VAN WINKLE, Superin- 
tendent, Iroquois Hospital, Watseka, III. 

The Iroquois Hospital is a non-sectarian, public hos- 
pital, primarily for the people of the county, but open 
to all. Worthy charity cases are received. The funds 
for the construction of the building and the equipment, 
about $80,000, were furnished by Mrs. Anna H. Donovan 
of Watseka, lately deceased. The funds were turned 
over to five trustees, under whose supervision the build- 
ing was constructed, and under whom the hospital has 
since been operated. All of the rooms were furnished 
and some of the equipment was provided by private dona- 
tion. 

The hospital was erected in 1914. At the time of its 
completion it represented the last and best thought in mod- 
ern hospital construction, and it is still practically up- 


























File No.ZL3. AMERICAN COLLEGE OF SURGEONS _ Date .. March 10.1920... 
CHICAGO 
Hospital 777-2227 ~ Hospital. _.. Capacity.100 (Soon 140) _. Internes...2.. 
Address 777777772 Virginia ; Type... General . Grad nurses... 
tei... eee ReNe. NN a iainccteeinnslcsintn Pupil nurses@9.. ; 
I. STAFF ORGANIZATION 
3- Does staff consider character of r 
t. Does staff meet at regular intervals? er work relative to right care of patients ?. Only partially 
2. If so, how often ?...... _.aeoh month laa reat 4. Is the practice of ‘division of fees” permitted? NO ruling — 
II. CASE RECORDS III. CLINICAL LABORATORIES 

FREE PAY PRIVATE IN HOSPITAL OUT OF HOSPITAL 
Personal History............ : eee Sees "a Te _ es Chemical... : — a @ ; 
Physical Examination....|......™... — =. Bacteriological + >. 
Working Diagmosis..cocccco] Se eeccceceee | eeeecen MM cece onoennne S™........... Serological ...... — bs 
Laboratory Findings........... +. — es ee _ > 

: adiographic . ~~ 
Treatment or Operation. + oc: eae + — — 2 ie Ss a 
a ee See ee Teen ne Sten’ Leb. Techaislen: : Trained. rd Full. Time. +. mens Time ee 
Final Diagnosis...............|......9™.. ..... oe oo A... soos X-Ray Lab. Technician: Trained... —_ Time... Part-Time... 
Condition on discharge... = - SE Records kept in lab.: Pathological... X- RayIncomplet te 
Notes Full-time Xray and “laboratory technicians; 





Notes Only nurse's notes, some laboratory 
reports, and operation sheet kept on floors, 








former working on percentage basis, and 
latter on salary — records of both inadequate. 


laboratory crowded. 

















FomD basement. 


Visitors’ Record Card. 
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to-date. The building is ab- 
solutely fireproof, and is 
located upon a tract of 
land containing four acres 
and a beautiful grove. 
Although the building is 
not large, it is well-con- 
structed and the _ sur- 
rounding grounds are at- 
tractive. 

The hospital has no en- 
dowment fund. It is op- 
erated at an annual loss 
of about $4,000, a deficit 
which is made up by taxes 
levied by the City of 
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used for lap sponges and 
wipes, as these can be 
relaundered, _ resterilized, 
and used indefinitely. All 
worn-out linen ‘which is 
past mending, or unfit for 
other use, is used in com- 
bination with cotton as 
filling for absorbent pads, 
which burned after 
use. 

Prior to the death of 
Mrs. Donovan about a 
year ago, the nurses were 
housed in rented property, 
but since that time they 


are 








Watseka and the county 
of Iroquois, both of which 
have authority under the 
law to levy taxes for the support of a non-sectarian, pub- 
lic hospital. The board of supervisors, representing the 
county, and the city council, representing the city, have 
been very generous in their support of this institution. 

The reason the hospital is operated at a loss is that, 
if the prices for services were in harmony with the high 
price of other things, the door of the institution would 
practically close to people of moderate means and deny 
them the opportunity for needed hospital service. 
Wealthy people have means to go wherever they please 
for hospital service; the poor have not. It has therefore 
been the policy of the trustees, acquiesced in by the city 
and county authorities, to operate at a small loss rather 
than to fix the fees for services at a prohibitive price. 
The small annual deficit amounts to but a trifle for each 
tax-payer when spread over the entire county. 

There is no medical staff. Members of the medical 
profession have equal opportunity at the hospital to 
treat their patients, and it is the endeavor of the institu- 
tion to play no favorites among the doctors. 

No special steps have been taken to enlist the interest 
of the public. At first things moved a little slowly, but 
the public soon learned of the good the institution was 
doing, and the situation took care of itself. Good service 
and moderate prices will keep the public friendly and in- 
terested. The aim of the hospital is to send patients out 
satisfied with the treatment they have received; hence 
every effort is made to please. 

An Edison talking machine aids materially not only in 
entertaining convalescent patients, but also in keeping up 
the spirits of many who are about to undergo an opera- 
tion. Every attempt is made to provide a home atmo- 
sphere which will appeal to patients, and many have re- 
marked that the hospital seems more like home than like 
an institution. The furnishings of the private rooms and 
wards are substantial and plain, but of good finish. The 
windows have white marquisette curtains, the floors are 
covered with battleship linoleum, and rugs are used in 
ell rooms and wards. With a good vacuum cleaner, no 
difficulty is experienced in keeping these clean. In the 
ireatment of contagious cases the rugs are put out of 
doors to sun and air. As soon as the patient is dis- 
charged, the mattress, pillows, and blankets are placed 
en a rack to sun. This means of disinfection has been 
used since the opening of the hospital and has been found 
both effective and economical. All mattresses and pillows 
have double covers. The outer ones are removed and 


laundered when soiled, thereby permitting each patient to 
occupy a clean and inviting bed. 
In the surgical department, the best grade of gauze is 


Iroquois Hospital 


have been occupying the 
beautiful Donovan home. 
Fortunately, Mrs. Dono- 


van lived to see the hospital in successful operation—the 
only public hospital for a distance of forty miles. 


BUILDING PROGRAM OF THE UNITED 
STATES PUBLIC HEALTH SERVICE 


A building program calling for the construction of 
hospitals with a total capacity of 21,615 beds, by the end 
of the next calendar year has been submitted to Congress 
by the United States Public Health Service. With the 
9,045 beds now provided in hospitals owned, or under 
lease to the government, this will give the Public Health 
Service a total of 30,660 beds to care for discharged, dis- 
abled soldiers, sailors, marines, and war nurses. The 
estimated cost for the construction and equipment of these 
hospitals is $87,608,575. This estimate allows for a ten 
per cent increase in the cost of building material, equip- 
ment, and labor, over the original estimated cost of such 
a program, which was $79,153,250 about January 1, 1920. 

The urgency of immediate construction is manifest in 
consideration of the fact that the Service, although 
operating only 9,045 beds in its own hospitals; is caring 
for over 14,000 beneficiaries of the War Risk Insurance 
Bureau by contract arrangements with private hospitals, 
and has a large number of applications from discharged 
soldiers for hospital care which it cannot meet because of 
the overcrowded conditions in private institutions. On 
this account, an urgent building program, involving the 
construction of hospitals with a total capacity of 8,830 
beds is being carried out, which will enable the service to 
care for these men in its own institutions. 

Of the 9,045 beds in Public Health Service hospitals, 
4,595 are for general hospital cases, 3,070 for tuberculosis 
cases, and 1,380 for neuro-psychiatric cases. The urgent 
building program submitted to Congress for 
the immediate construction or acquisition of hospital facil- 
ities affording 1,700 general hospital beds, 3,800 tubercu- 
losis beds, and 3,330 neuro-psychiatric cases. The cost of 
each bed in the general and tuberculosis hospitals is esti- 
mated at $3,250, and that of each bed in the neuro- 
psychiatric hospitals at $3,500. The two-year program 
calls for the additional construction of 905 general beds, 
5,530 tuberculosis beds, and 6,350 neuro-psychiatric beds. 
Thus, the total number of general beds to be constructed 
will be 2,605, at an estimated cost of $8,466,250, exclusive 
of the cost of equipment, or of the ten per cent increase 
covering the possible advance in cost of building; the total 
number of tuberculosis beds will be 12,400, approximate 
cost, $17,972,500, and the total of neuro-psychiatric beds, 
11,060, estimated cost, $22,225,000, exclusive of equip- 
ment or increase in construction 


provides 


cost. 
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At the present time the service has under construction, 
er is remodeling, buildings for hospital use which will 
afford additional bed capacity of 2,765. Projects under 
construction are the following: a tuberculosis sanatorium 
and hospital at Dawson Springs, Ky.; to have a bed 
capacity of 500, and to be one of the finest institutions of 
the kind in America—a unique feature of the site is that 
on the land bought by the government there is a coal mine 
which will more than supply the institution with coal; the 
“Speedway” hospital, Chicago, IIl., to have a capacity of 
1,000 beds. Buildings purchased and now being re- 
modeled, are the following: a building at Lake City, Fla., 
affording a bed capacity of 150, eventually to be increased 
to 500; the Lenwood Hotel, Augusta, Ga., to be used as a 
psychophathic hospital and to accommodate 200 patients; 
a building on Hudson Street, New York City, to be used 
principally as a dispensary but also to house a hospital 
of thirty-five beds for treatment of emergency cases; 
the former Keely Institute, Dwight, Ill., to provide a bed 
capacity of 200; a building at Arrow Head Springs, San 
Bernardino, Cal., to accommodate 300 patients; an army 
barracks at Boise, Ida., with a bed capacity of 180; and 
the hospital at Fort Henry Harrison, Helena, Mont., hav- 
ing a capacity of 200 beds. Practically all of these build- 
ings are of permanent construction and fire-resisting. 

The Public Health Service anticipates early action on 
the part of Congress in approving the program and ap- 
propriating the necesary funds. The buildings will all 
be considered for permanency as the service plans to care 
for wounded veterans of the late war who are beneficiaries 
of the government, during the next twenty or thirty years. 





STUDENT BODY GOVERNMENT SUCCESS AT 
HOSPITAL OF GOOD SAMARITAN 


Student body government has been a valuable organiza- 
tion in the Nurses’ Training School of the Hospital of the 
Good Samaritan, Los Angeles, California, for six years. 
High schools and colleges all over the country are realiz- 
ing the importance of trust in the individual, and are 
endeavoring to improve their discipline by student body 
government. Such government is especially appropriate 
for the nurses’ student body, since most young women 
entering the nursing profession realize very early the 
seriousness of their responsibility, and do not have the 
irresponsible attitude which sometimes causes student 
government to be a failure. 

The foundation of student body government should be 
a group of nurses with high standards, and a super- 
intendent whom they love, admire, and respect. Student 
body government will then strengthen the weaker nurses 
and weed out undesirable ones, as well as instill in all 
the nurses a feeling of loyalty for the school. 

The methods used in the Hospital of the Good Samari- 
tan are briefly as follows: 

The student body officers, which consist of a president, 
vice-president, secretary-treasurer, librarian, and five 
monitors, are elected once a year from the senior class. 
A nominating committee submits the nominations to the 
superintendent of the hospital for approval, prior to the 
election. The student body officers and the president and 
vice-president of each class form a board of student body 
affairs. 

The president of the school, as a representative of the 
student body, submits all recommendations and requests 
of the student body to the superintendent, who, in turn, 
presents her wishes to the president to place before the 
members. The president must be a woman of strong 
character who understands girls. She is assisted by five 
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monitors, of her own choice, from the senior class. They 
enforce the rules, supervise matters of personal neatness 
among the nurses, and generally oversee the good conduct 
of the school. There is no supervision of the nurses’ 
home by the superintendent or the hospital supervisors. 
Each monitor is in charge of a floor. New nurses are 
instructed as to the rules of the school and the general 
conduct of the nurses, and are made to feel as much at 
home as possible. 

Although there are always nurses weaker than the rest, 
who are inclined to overstep the bounds, student govern- 
ment has proved a decided success and a valuable factor 
in the upbuilding of the school. 


PUBLIC HEALTH SERVICE IN HAITI 

The development of a national public health service in 
Haiti was provided for in the treaty of 1915 between the 
United States and Haiti, and in December, 1916, Com- 
mander N. T. McLean Medical Corps, United States 
Navy, was commissioned by the Government as “Sanitary 
Engineer of Haiti.” An organization was soon developed, 
and medical officers and hospital corpsmen detailed for 
duty. 

Control of the City General Hospital, Port au Prince, 
Was assumed by the new organization on December 1, 
1917, with Lieutenant Commander Lawrence in charge. 
While this is the largest and best hospital in Haiti, it is 
far from being a modern hospital. 

The need for new buildings and equipment is urgent. 
The laboratory is small, the x-ray apparatus inadequate. 
Contagious cases have to be isolated in a few eut-build- 
ings which need repair, while several lepers are being 
cared for in the hospital, for lack of an asylum. The 
old buildings used for tuberculosis patients are unsani- 
tary. As supplies must be ordered from the United 
States, many months are required before the requisitions 
cen be received. 

Although the difficulties are many, the work done at the 
hospital is constantly increasing, while the improvement 
over a few years ago is very great. Many of the poor 
still regard the hospital as a place to come and die, and 
consequently the death rate is high. However, the num- 
ber of Haitians and foreigners seeking treatment is rap- 
idly increasing, and most of them insist on paying a 
reasonable amount. 

The Nurses’ Training School at Haiti, in charge of 
Chief Nurse L. D. Jordan, United States Navy, is pro- 
gressing satisfactorily, although it is too early to draw 
definite conclusions as to the ability of the Haitian women 
as nurses. At present there are twenty-three of these 
women in training, and they all show diligence and serious- 
ness of purpose. It is necessary to give them their in- 
struction in French, as this is the only language they 
speak. 








Truly, it is hard to be censorious. We have a first. 
duty of understanding. And the life of the tenement- 
dweller is not to be understood or improved until we 
make common cause with his essential humanness. That 
he is the victim of an overwhelming repression is the cen- 
tral fact of his emotional life—Ordway Tead. 





Every child born into the world, legitimate or illegiti- 
mate, has the right to live. The law recognizes this by 
laying punitive hands upon any one who by violence robs 
the youngest infant of life. But a thousand times more 
children are done to death through ignorance than by 
homicidal violence, and the law, or the law-makers, stand 
by and do nothing.—Robert W. Mackenna. 
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OF UNITED 


STATES AND CANADA 


HE fifth annual convention of the Catholic Hospital 

Association of the United States and Canada was held 
June 22nd, 23rd, and 24th, 1920, in the Auditorium of the 
College of St. Thomas, St. Paul, Minnesota. 

On Tuesday morning, mass was said at Sts. Peter and 
Paul Cathedral, by the Most Reverend Austin Dowling, 
D.D., Archbishop of St. Paul, who later preached a stirring 
sermon in which he urged all those interested in Catholic 
Hospitals to incorporate the spirit of Christ and the veri- 
ties of charity in their work, not, of course, neglecting 
the reasonable demands of science. After the service the 
delegates, in numbers fully twice as large as those who 
attended the convention last year, assembled on the steps 
in front of the Cathedral for a group photograph. When 
the picture had been taken, delegates were transported to 
the Convention Hall at St. Thomas College where the 
meetings of the convention were held. 

Shortly after eleven o’clock the Reverend Charles B. 
Moulinier S.J., Regent of Marquette University School of 
Medicine, Milwaukee, Wisconsin, and President of the 
Association, called upon Dr. Elias Potter Lyon, Dean of the 
Medical School of the University of Minnesota, for the 
principal address of welcome. Dr. Lyon said that he 
welcomed the delegates to St. Paul for the purpose of 
wise deliberation looking to better medicine, better med- 
ical education, and better care of the sick. He reviewed 
the evolution of the care of the sick and of medical edu- 
cation, calling attention to the fact that fifteen years ago 
there were 190 medical colleges in this country, many of 
which had low standards of admission and instruction. 
Now, however, due to the activities of the Carnegie 
Foundation, working through Flexner, standards of ad- 
mission and instruction are uniformly much higher; there 
are less than one-half as many medical schools, and their 
average excellence is five times as high—facts assuring 
students who desire to study medicine the opportunity of 
securing a good medical education in almost any of the 
existing medical schools. 

Stimulated by the work of the Council on Medical Edu- 
cation of the American Medical Association and by the 
Carnegie Foundation, the Association of American Med- 
ical Colleges has created high standards of medical edu- 
cation, he asserted, and now the Catholic Hospital Asso- 
ciation and the American Hospital Association, stimulated 


by the work of the American College of Surgeons are 
raising the standards of the hospitals of the United 
States and Canada. Standardization, Dr. Lyons pointed 
out, does not mean dead level uniformity or the destruc- 
tion of individual initiative, but an inside response to rec- 
ognize principles of efficent hospital administration, and 
hospital medical practice. Dr. Lyon urged his hearers 
to cease to think of hospitals as hotels and to think of 
them as scientific institutions. Hotels, he argued, try to 
meet the desires of their patrons. Hospitals try to pro- 
vide what their patients need, rather than what they de- 
sire. The primary object of the hospital is the care of 
the sick, and the care of the sick means the scientific 
application of biological science to the disordered function- 
ing of internal organs. Standardization, he declared, is 
another name for “scienceization.” 

The Most Reverend Sebastian G. Messmer, D.D., D.C.L., 
Archbishop of Milwaukee, Wisconsin, was scheduled to 
follow Dr. Lyon with an address as honorary president, 
but a telegram announced his inability to be present and 
in his stead, the Rt. Reverend Joseph Schrembs, D.D., 
Bishop of Toledo, made a few remarks, complimenting the 
Sisters upon the splendid work they were doing in the 
hospitals of this country and Canada, and announcing 
that Bishop Muldoon, of Rockford, Illinois, had been as- 
signed, at the last meeting of the Hiararchy of the United 
States to the field of social work to which hospitals be- 
long, as director of the Diocesan Superintendents. 

Bishop Schrembs was followed by a brief word of wel- 
come from Father Humphrey Monahan, president of St. 
Thomas College. 

Owing to the lateness of the hour, the Rev. Chas. B. 
Moulinier postponed his presidential address until the 
afternoon, and the concluding address of the morning was 
delivered by Dr. H. J. O’Brien, of St. Joseph’s Hospital, 
St. Paul, Minnesota, who spoke on behalf of the doctor 
delegates, advocating the principle of the closed hospital, 
and declaring that every department should be represent- 
ed by high-grade, competent, and experienced men. He 
pointed out the fact that in all other walks of life young 
men must win their spurs before they are advanced to 
positions of responsibility, and this same practice should 
be adopted in the medical profession, only high-grade men 
being put in charge of hospital work. 




















Auditorium and armory of St. Thomas’ College, St. Paul, Minn.,where meetings of the Catholic Hospital Association were held. 
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At the opening of the Tuesday afternoon session, tele- 
grams were read from Dr. William Mayo, and Dr. John 
G. Bowman, director, of the American College of Sur- 
geons, expressing regret at their inability to be present. 
Dr. Bowman, who is traveling in Canada, in the interest 
of hospital standardization, wired that hospitals in the 
various provinces of Canada have made wonderful prog- 
ress during the past year, and that this is especially true 
of the Catholic Hospitals. 

At the beginning of his presidential address, Rev. Chas. 
B. Moulinier spoke of the keynotes of the various meet- 
ings since the Association had been organized. In 1915 
the keynote of the Convention was “the hospital, a center 
of education in all matters of health.” In 1916, it was 
“team work” and at the conventions of 1918 and 1919 it 
was “standardization.” In 1920, the keynote must be “prog- 
ress in standardization,” in other words, hospital progress, 
which is also the name of the newly established official 
organ of the Catholic Hospital Association. Hospital 
progress, he declared, was the association’s slogan, the 
sure guarantee of its unity, its strength, and its ever- 
growing vitality. As a matter of historical record, he 
gave credit to Dr. Barnard Francis McGrath, the secretary 
treasurer of the association, for the conception of the 
association’s magazine. 

Dr. Moulinier declared that the time had come for 
looking somewhat more deeply into the meaning of the 
term standardization. Three things it surely means: 
first, real, vital staff organization; second, complete rec- 
ords of every patient, and third, a laboratory service ade- 
quate to furnish sufficient data on which to form reason- 
able, modern, up-to-date diagnosis. Dr. Moulinier felt 
that the Council of Medical Education of the American 
Medical Association through the questionnaires it sent 
out, various national nursing organizations, and the va- 
rious hospital journals, had done much to stimulate hos- 
pitals to a consideration of their problems and a better 
understanding of what hospitals should aim to do for their 
patients. Hospital Progress had been established, he de- 
clared, for the purpose of stirring the minds of all of those 
in authority in Catholic hospitals to a clearer apprecia- 
tion of what was being done and what should be done for 
the prevention, alleviation, and cure of human ills. In 
passing, he referred to the fact that six years ago the 
thought, plan, and purpose of the Catholic Hospital Asso- 
ciaton began its embryonic life and activity in the minds 
and hearts of a small group of Sisters of St. Joseph of 
Minneapolis, Minnesota. What has taken place in the 
Catholic Hospital Association during these years has also 
been going on in other national hospital and welfare or- 
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ganizations, and Rev. Moulinier felt justified in stating 
that all hospital people in this country and Canada were 
imbued with the spirit of progress in hospital service. No 
thinking, unbiased, informed person now questions the 
statement that a hospital, to be efficient, must be thor- 
oughly organized, must maintain complete records and 
must furnish adequate laboratory facilities. This at- 
tempted standardization is not a “high brow,” “busy 
body” attempt to curtail business rights or to assume any 
authority over other organizations. It is the logical, in- 
evitable, and irresistible march of an idea and an ideal— 
to secure to patients, merely because they are human 
beings, the right they have to the best medical care, in 
view of the progress of medical science. All Catholic 
Hospitals now know what the minimum standard require- 
ments are and nearly all are putting these standards into 
practice. How many, however, asked Dr. Moulinier are 
deeply, sincerely, persistently standardized? What is our 
lack, he asked? And what should we strive to accom- 
plish in our hospitals the coming year? Most hospitals 
wish to be standardized and are eagerly at work standard- 
izing themselves. They are responding to pressure from 
all sides—they have the will and the heart to standardize, 
they feel that it is a moral obligation to become standard- 
ized. They are passing through the first phases of stand- 
ardization, that is, staff organization, record-keeping, and 
development of thoroughly equipped laboratories. Some 
have, he declared, gone even beyond this and are stand- 
ardizing their own minds and hearts. This, he declared, 
was a second and deeper phase than the first. A third 
step, however, must be taken if the hospitals are to make 
real progress during the coming year. Before indicating 
what this final step was, Dr. Moulinier attempted to de- 
fine a Sisters’ hospital; a Sisters’ hospital, he declared, 
is an institution conducted by religious Sisters of the 
Catholic Church, manned by an organized group of skilled 
and conscientious members of the medical profession, 
served by an organized unit of devoted nurses, all of whom 
are co-operating in the service of every patient by the 
use of every modern equipment for such service, ending 
in a complete record, carefully filed, of all that was done 
for the patient. It is an institution with a Christian con- 
science, heart, mind, and soul. In a Sisters’ hospital no 
need of the human mind, soul, or conscience need go un- 
heeded and uncared for. Each institution is what the 
minds, conscience, and character of those in charge make 
it. If pride reigns in the institution, or those in auth- 
ority have agreed for the dollar, there is bound to be a 
lack of harmony. 

In concluding his address, Rev. Moulinier recommended, 
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among other things, that there be weekly conferences of 
all the Sisters who are responsible for the work of the 
hospital during the past week, in order to develop a 
proper psychology and attitude toward their work. He 
also recommended weekly conferences of the nursing force 
for the purpose of discussing their problems, as well as 
deepening their spirit. 

He touched upon the question of clinical research and 
suggested the organization of a Clinic Research Society. 
He deplored the small percentage of autopsies that were 
held in this country and suggested that steps be taken that 
a higher percentage of autopsies might be secured. He 
called attention to the summer school for laboratory tech- 
nicians and social service workers to be held under the 
auspices of Loyola College, Chicago, Ill. He also touched 
upon a school for hospital superintendents, and declared 
that it was quite possible to establish such a school at 
some large medical center, provided all of the hospitals 
were willing to stand back of it. 

He felt that there was a very serious obligation rest- 
ing upon the hospitals of this continent to make provi- 
sion in their plan of organization for the care of young 
doctors between the time of their internship and the 
time when they are securely established in their individ- 
ual or the group practice of medicine. During these years, 
the young medical student is either made or lost in the 
maelstrom in his efforts to maintain himself. 

Dr. Frank Dorner Jennings, of St. Catharine’s Hos- 
pital, Brooklyn, N. Y. followed Dr. Moulinier with a paper 
on a model staff meeting in which he dwelt in detail upon 
the staff meetings conducted monthly at St. Catharine’s 
Hospital. 

Dr. Carroll of Rochester, Minnesota, speaking on the 
organization of the Hospital, made these points: 

1st: The Board of Administration of the hospital must 
be made up of a representative group of citizens of the 
community. 

2nd: It is necessary to have special committees to study 
the various needs of the hospital. 

3rd: The executive officers should be selected with great 
care and should be given complete control of all the de- 
partments. 

4th: It is important to select expert supervisors for 
various departments and make them responsible for the 
work of their departments. 

5th: In order to solye the labor problem it is necessary 
to select men and women for their jobs, pay them a living 
wage and keep them as long as possible. 

6th: It is important that complete and scientific rec- 
ords be kept. 


Except for a paper on “the Pathological Laboratories,” 
by Dr. H. E. Robertson, Professor of Pathology, Medical 
School, University of Minnesota, Wednesday morning’s 
session was devoted to a symposium on the subject of the 
training of nurses, during which the following subjects 
were discussed: The Curriculum and Class Work; The 
Nurse on Active Duty, The Nurse Anesthetist, and The 
Shortage of Nurses. 

The symposium was introduced by a paper on the Gen- 
eral Subject of Nurses’ Training by Miss Anna C. Jamme, 
R.N., State Inspectress of Nurses’ Training Schools, San 
Francisco, Calif. Miss Jamme’s paper dealt with three 
main subjects: The student herself, the scope of her 
training, and modern theories connected with this train- 
ing. She pointed out that up to the present time educa- 
tion had lead away from practical homely things and had 
emphasized unduly the impractical and the theoretical. 
This condition is leading educators generally to begin at 
foundations and build a new system of education which 
would combine the training of the hand with that of the 
brain. Miss Jamme felt that the present condition was 
due in no small measure to the attitude of parents who 
were not infrequently heard to make such remarks as 
“IT do not want my daughter to learn cooking” or “Nursing 
is too hard work for my daughter.” With respect to nurs- 
ing education, Miss Jamme felt that the type of teach- 
ing, the order of work, living conditions, and methods of 
study, all tended to repel girls from taking up nursing as 
a calling. Not infrequently all that hospitals sent candi- 
dates was a prospectus, often attenuated, and an applica- 
tion blank. She urged that hospitals give out more de- 
tailed information concerning their schools, aid girls in 
the selection of the school with a view to the type of work 
she wishes to pursue. She characterized the first six 
months of their course as crucial months, and deprecated 
the fact that all too often pupils were assigned to difficult 
tasks, the meaning of which they could not understand. 

With reference to the scope of the nurse’s training, Miss 
Jamme stated that under the guidance of the National 
Organization for Nursing Education, the scope of instruc- 
tion had been standardized in the United States and that 
this course was being generally adopted by the better 
schools. She felt that if each student had placed before 
her the entire course, and could understand how each 
part was related to the other, she would be encouraged in 
her work and helped over difficult periods. She urged that 
schools should follow the curriculum as established and 
relate their instruction to the practical work of the hos- 
pital. And also establish confidence that the school will 
live up to the curriculum. 
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Miss Jamme made a plea for continuity of instruction 
and frowned upon the practice of permitting emergencies 
to break this continuity. Such practices often resulted in 
loss of interest on the part of the student, who either left 
the school because of it or merely “put in” her time. She 
pointed out the fact that in many instances doctors who 
do not understand the subject they are teaching from the 
nursing point of view, are the instructors of nursing 
classes, and as a result, often talk over the nurses’ heads. 
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She said, that we had now come to the era of nurses’ in- 
structors and that more rapid strides must be made in the 
near future in preparing nurses to undertake work as 
teachers. She contended that classes of instruction should 
not be held at night when the nurses are physically fagged. 
In carrying on the course she felt that it should begin 
with instruction and that the practical work should be 
limited during the early months, that every step should 
be made clear and that the pupil should be shown how 
each step is related to the work as a whole. 

Speaking on the subject of the curriculum and class 
work, Mother M. Madeleine, R.N., Minneapolis, Minn., 
contended that no matter how splendid the curriculum and 
class work were planned, they could be truly efficient only 
if carried out under certain idealistic conditions. The 
School of Nursing must be based on broad policies and 
have the best possible arrangement of programme and 
efficient teachers to furnish the dynamics of the school. 
She also called attention to the tendency to over-emphasize 
the theoretical side and pleaded for a better balanced 
curriculum,—a sample of which she included in her paper 
in considerable detail. 

The subject of “The Nurse on Active Duty” was covered 
by Sister M. Ursula, R.N., St. Joseph’s Sanatorium, Ann 
Arbor, Michigan. She sketched the essentials of the life 
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of a nurse and emphasized loyalty to God, man, and self 
as the basic principle of her life in the hospital. Sister 
Ursula characterized the true nurse as the embodiment of 
self-sacrifice, tact, and prudence. If she is to be a Real 
Nuzse she must find her life, only when she has lost it 
after a ceaseless ministry to the sick. She contended that 
a nurse who is unwilling to sacrifice herself in an emerg- 
ency is a traitor to her calling. In her work in the wards, 
she must play no favorites; although it is a greater 
pleasure to minister to some than to others, she must 
serve all equally well. She paid a fine tribute to operating 
room nurses, calling attention to the fact that their work 
called for judgment of the rarest type, and stated that 
they could do much to alleviate the panicky feeling of 
patients who came to the operating room for the first time 
by a kindly word of re-assurance, and that by attention to 
detail they could actively contribute to the success of every 
surgical operation. She contended further that con- 
scientiousness, prudent daring and cheerfulness were es- 
sential characteristics of the successful nurse. 

Speaking on the subject of “The Nurse Anesthetist,” 
Miss Mary Hines, St. Mary’s Hospital, Rochester, Minn., 
outlined the training which nurse anesthetists received 
in St. Mary’s Hospital, Rochester, and said it was 
a great mistake for nurses to think that they could take 
a short course in this subject and immediately command 
a high salary. All anesthetics at St. Mary’s are admin- 
istered in the operating rooms under personal supervision 
of surgeons. Miss Hines said that ether was the anes- 
thetic of choice but that all anesthetics should be adapted 
to the character of the surgical operation. 

Rev. M. P. Bourke, Diocesan, Supt. of Hospitals, De- 
troit diocese, Ann Arbor, Michigan, was scheduled to 
speak on the shortage of nurses, but was not present. 
His place was taken by Rev. M. F. Griffin, Director of 
State and Provincial Conferences, St. Elizabeth Hospital, 
Youngstown, Ohio. Father Griffin contended that the most 
important subject before the conference was the shortage 
of nurses. He said, that it was not necessary to debate 
the question as to whether there is a shortage,—the im- 
portant question is, what are we going to do about it. 
He asserted that the nurses themselves have done noth- 
ing effectively to increase the number of pupil nurses. 
He said, that in his own hospital, in Youngstown, they had 
introduced the eight-hour day for pupil nurses, but were 
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unable to increase the number of applicants for training; 
nor have they been able to get a sufficient number of 
graduate nurses, because the graduate nurses are going 
in increasing numbers into public health work, medical 
social service, and industrial nursing. He asserted that 
the supply of graduate nurses was more and more inade- 
quate in most large communities. He stated that he was 
not unmindful of the fact that there is a shortage of labor, 
and that because of attractive salaries in business and 
industry, hospitals had to meet keen competition—a very 
difficult ordeal for them. He called attention to the fact, 
nevertheless, that hospitals have continued to raise their 
entrance requirements and have thereby kept out many 
who otherwise would make excellent nurses. While he 
appreciated the desirability of education, and welcomed 
high school and college graduates into the ranks of nurses, 
he was not blind to the fact that when people are sick they 
must have some one to take care of them—whether or not 
the nurses have a high school or college training. He said 
that hospitals should not close their doors or their wards 
as some have had to do because they could not get enough 
high school graduates to become pupil nurses. He said, 
that the sick come to the hospitals and that the hospitals 
must take care of them as best they can—but somehow 
they must take care of them. He raised the question as 
te whether the nurses’ associations are to be allowed to 
continue to raise their standards of admission and thereby 
decrease the number of candidates. He deprecated the 
tendency on the part of the nurses to regard patients 
merely as objects on whom they may gain experience, 
relegating to second place the idea of service to the 
patient, and emphasizing the educational idea as primary. 
He felt that the patient was the center around which all 
the activities of the hospital should radiate and that first 
and last the patient should be taken care of. He expressed 
his willingness to give pupils as much training as can be 
given them, but he felt that the thing of first importance 
was the care of the patient, and this cannot be done if the 
supply of nurses is not adequate. “What are we going to 
do about it?” he asked. Year after year additional courses 
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are added to the curriculum of the Training School. Year 
after year educational requirements are raised. What is 
the purpose of all of this? Largely, he feels, to train 
nurses for the general services of public health. In this 
training bedside service is forgotten. Dr. Griffin feels that 
sooner or later we must come to the training of two 
classes of nurses. The bedside nurse to take care of 
patients in the hospital, and second, nurses for public 
health work,—the latter to be trained in post-graduate 
courses. The second group of course might well be given 
in schools separated from hospitals. They might be at- 
tached to universities. By this scheme we shall not force 
upon all nurses the educational requirements of those who 
are to take nursing education and public health service. 

Dr. Robertson in his paper on The Pathological Labora- 
tories emphasized the central importance in the hospital 
of the pathologist, and urged that he be given adequate 
working space, equipment, and personnel. He contended 
that the pathologist should be selected primarily because 
of his ability as an organizer, rather than because of his 
wide acquaintance with laboratory technique. He urged 
that hospitals support laboratories more liberally, and 
so far as possible employ full time pathologists. A duty 
of the pathologists he defined as the education of his con- 
freres in the hospital as to the importance of his functions. 
If the surgeon and the pathologist are to work together 
effectively, the surgeon must know gross pathology, and 
also the language of the pathologist, lest they speak in 
different technical tongues and fail to understand each 
other. The pathologists, on the other hand, must know 
much about clinical medicine. 

Bishop Schrembs, of Toledo, Ohio, concluded the dis- 
cussion of the morning by calling attention to the fact 
that nurses, in order to be well trained, should have in- 
culeated a keen and sacred sense of responsibilty, a sense 
of personal dignity, moral purity, and spiritual vision, 
and finally a sense of system. 

Wednesday afternoon was devoted to a series of two- 
hour conferences of Mother Superiors and superintendents, 
supervisors of nurses, heads of floors, operating room 
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nurses and anesthetists, laboratory technicians, dietitians, 
supervisors of records, hospital social service workers, 
superintendents of dispensaries, and staff doctors. At the 
conclusion of these conferences, the various chairmen sub- 
mitted brief reports to the convention as a whole. Some 
of the important points brought out, occasionally in the 
form of resolutions, were the following: 

With regard to the relation between the superintendent 
and the heads of the various coordinated departments of 
the hospital, the general principle was brought out that 
not merely the ultimate responsibility for all that takes 
place in the hospital but the supreme authority resides in 
the Superior who is the superintendent of the hospital. 

The conferenece on nursing recommended that the 
course of nurses’ training should not be shortened, but, in 
order to encourage girls to take up nursing, the hours 
of work at the hospital should be shortened, better instruc- 
tion should be given, and the courses made more attrac- 
tive. It was also suggested that the Fathers endeavor 
to interest and encourage girls in their parishes to take 
up the nursing profession. 

Inasmuch as Sisters are devoted to their vocation for 
life, it was suggested that as many as possible be en- 
couraged to take up the training of laboratory technician 
and that each hospital train a sufficient number of tech- 
nicians in order that later they may serve as teachers 
of future pupils. 

It was recommended that the hospitals install better 
equipment in their dietetic laboratories in order to afford 
pupils better training in dietetics. 

With regard to the matter of records, it was recom- 
mended that if the hospital is to give the best service, it 
must keep complete case records of every case and that 
these records should consist of a history, physical exam- 
ination, working diagnosis, report of progress, in opera- 
tive cases an operating room record, and, when possible, 
an autopsy record, also a final diagnosis, signed by the 
attending man; that the attending surgeon and physician 
should be held responsible for case records; that the 
Sister governing body should recognize its responsibility 


to the patient of seeing that adequate records are kept, 
and finally that the material be reviewed monthly by the 
medical mind of the hospital and reported to the Sister 
Governing Board. 

The Social Service Section submitted a resolution to the 
effect that a Social Service Department is thought to be 
a vital part of modern hospital organization and should 
be brought to the attention of the Catholic Hospital Asso- 
ciation in view of its importance and relatively small 
development in the Catholic hospitals of the United States 
and Canada, and that a place be provided for its discus- 
sion in next year’s program. It was suggested that it be 
made a subject of a symposium and that the Catholic 
hospitals of the country undertake social service work 
during the present year. 

With regard to dispensaries, it was recommended that 
the amount of time devoted by staff members to dis- 
pensary work be fixed and rigidly observed; that the at- 
tendants of the doctors be recorded and that the total 
number of hours of attendance be sent each month to 
the doctor himself and to the executive of the hospital. 

In view of the revival of interest in dispensary work, 
it was pointed out that the highest skill in diagnosis was 
demanded, and it was suggested that the older rather 
than the younger members of the staff be appointed to 
dispensary service and that interns should finish rather 
than begin their service in the dispensary. It was the 
sense of the conference that group work should receive 
more attention from hospital authorities and that this 
could be done by referring physicians to different depart- 
ments through a carefully worked out system. 

It was further recommended that the principle of ade- 
quate records in the dispensaries be given the same con- 
sideration as the ward records and that steps to this end 
be taken by the various hospitals. 

It was recommended that one or more representatives 
from each hospital staff be chosen as delegates to the 
various conventions of the Catholic Hospital Association 
and that these delegates be required to report back to 
their respective staffs. In this connection it was sug- 
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gested that the program of the Catholic Hospital Asso- 
ciation be so framed as to contain subjects of interest to 
the hospital delegates. It was urged also that hospitals 
arrange for a greater number of autopsies. The confer- 
ence of staff doctors recommended to the Association the 
organization of a central bureau for clinical and patholog- 
ical research which should receive from the Catholic Hos- 
pital Association the data, findings and statistics com- 
piled from the records of the various hospitals constitut- 
ing the Association, so that they might be collated and 
given scientific value. 

The opening paper of Thursday morning’s session on 
Financial Support for the Hospital was presented by Dr. 
Horatio B. Sweetser, St. Mary’s Hospital, Minneapolis, 
Minnesota. Dr. Sweetser urged that hospitals should not 
be regarded altogether as charitable institutions but as 
public instrumentalities for the maintenance of the health 
of the community, and as such should be supported 
through taxation by the community as a whole just as 
the community supports its Fire Department or its Police 
Department. The public, he said, must see that hospitals 
get enough money to meet their obligations not only in 
maintaining the institution but also, when necessary, in 
increasing their capacity. He emphasized the fact that 
it is not just to make those who can pay, bear the cost 
of those who cannot. The difficulty in the past, in his 
mind, has been due to the absence of a proper propaganda 
with a view to educating the public as to its responsibility. 
This he thought was particularly true of the Catholic 
hospitals as they had made no greater effort to get the 
laity to support their institution. Sporadic effort in rais- 
ing funds must give way to well planned consistent con- 
tinued effort based upon support by the community as a 
whole. This plan makes it necessary for every hospital 
to keep careful records, have their books audited an- 
nually and keep a careful account of the work being done 
in order to prove to the public that it is living up to its 
responsibility. 

Dr. Sweetser’s paper was followed by a brief address 
by Mr. Chas. S. Thompson, on the work of the American 
Red Cross, in which he outlined their plan for co-operative 
effort with local communities for health betterment. 

The X-Ray Department of the Hospital was covered 
by Dr. Victor J. LaRose, St. Aiexis Hospital, Bismarck, 
North Dakota. He made a plea for well-lighted, well- 
ventilated x-ray rooms, having an abundance of fresh air. 
He said, that they should be readily accessible to the 
elevator and the receiving room in order to take care of 
the emergency cases easily. He said, that the x-ray work 
of the hospital could be conducted efficiently only if the 
records were kept up to the minute and if there was 
hearty co-operation on the part of the staff. 

The rest of the morning was devoted to a symposium 
on the subject of “The Intern.” The discussion revealed 
a keen sense of the hospital as a teaching institution. Dr. 
E. L. Moorhead, Mercy Hospital, Chicago, Ill., spoke on 
the hospitals’ and staffs’ obligation to the intern, bringing 
out among other things that one of the matters of first 
importance is the conservation of the health of the intern, 
who, after six years of pre-medical and medical school 
work is not always in the best of health and often readily 
succumbs to disease. Preserving the health of the intern 
involves assurance of good food, proper housing conditions, 
hours of work, and suitable recreation. He contended that 


every hospital owed to,the intern a proper organization 
of its medical staff, and that the attending men should 
look upon themselves as the teachers of the intern; as 
such, of course, they must be well qualified physicians 
and surgeons. 


Inasmuch as the intern must receive his 
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instruction in laboratory work in the hospital, all labora- 
tory tests of patients in the hospital should be made in 
the laboratory of the hospital. The answers sent in by 
several thousand interns on questionnaires sent them, 
showed that all too frequently they did not get instructions 
in the hospitals from the attending doctors unless they 
insisted upon it, and that many of the hospitals were not 
organized for giving instructions to interns. 

Dr. Thomas Chalmers Myers, St. Vincent’s Hospital, 
Los Angeles, California, followed with a paper on “The 
Intern’s Obligation to the Hospital and Staff” in which 
he pointed out that the intern should be loyal to the staff, 
respect their opinion, be willing to preform all his duties, 
and endeavor to co-operate impartially with all the attend- 
ing men. 

The concluding paper of the morning session was read 
by Dr. Jennings C. Litzenberg, Medical School, University 
of Minnesota, “Medical Education and the Hospital—Their 
Respective Responsibilities and Duties” in which he estab- 
lished the principles that no medical school should allow 
interns to go into hospitals that are not standardized and 
that medical schools should keep close supervision over 
interns during their fifth year in the hospital. 

The papers of the symposium were discussed by Dr. L. 
D. Moorhead, Chicago, Illinois; Dr. E. L. Tuohy, of 
Duluth, Minnesota, and Dr. E. W. Dillon, Los Angeles. 
California. 

The Thursday afternoon session was devoted wholly to 
the business of the convention. Reports were submitted 
by the President, the Acting Director of Diocesan Super- 
intendents, the Director of State and Provincial Confer- 
ences, and the Secretary-Treasurer. Important resolu- 
tions were adopted, among them one providing for a 
survey of the nursing field during the coming year. The 
following officers, who served last year, were re-elected: 

Honorary President: Most Reverend Sebastian G. 
Messmer, D.D., D.C.L., Archbishop of Milwaukee, Wis. 

President: Reverend Charles B. Moulinier, S.J., Regent 
of Marquette University School of Medicine, Milwaukee, 
Wis. 

Active Vice-President: 
Arbor, Mich. 

Secretary-Treasurer: 
M.D., F.A.C.S., Marquette Medical 
Wis. 

Honorary Vice-Presidents: One Sister from each of the 
Religious Orders holding Membership in the Association. 


Reverend M. P. Bourke, Ann 


Bernard Francis McGrath, A.B., 
School, Milwaukee, 


CONNECTICUT HOSPITAL ASSOCIATION 
MEETS 


The first annual meeting of the Connecticut Hospital 
Association was held on June 2d at the Hartford Hos- 
pital, Hartford, twenty-two hospitals being represented. 
Among the interesting subjects which came up for dis- 
cussion were the following: The best method of increas- 
ing the enrollment in the training schools; uniform rates, 
uniform salaries and hours fer special nurses; industrial 
insurance; and health insurance. The officers elected for 
the coming year were: President, Dr. Lewis A. Sexton, 
superintendent of Hartford Hospital, Hartford; first vice- 
president, Dr. Hersey, superintendent of the New Haven 
Hospital, New Haven; second vice-president, F. Leon 
Hutchins, superintendent of the Backus Hospital, Nor- 
wich; secretary, Miss K. M. Prindiville, superintendent 
Lawrence Memorial Hospital, New London; treasurer, 
Miss J. Allison Hunter, superintendent of Grace Hospital, 
New Haven. 
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HOSPITALS PLACE IN CONSERVING HEALTH—DOM- 
INANT NOTE OF MICHIGAN MEETING 


HE health of the community and the hospital’s place 

in conserving it was the dominant note struck at the 
meeting of the Michigan Hospital Association, which con- 
vened Tuesday morning, June 8, in the building of the 
Wayne County Medical Society, Detroit, Mich., under the 
chairmanship of Dr. Warren L. Babcock, superintendent, 
Grace Hospital, Detroit. The Honorable James Couzens, 
mayor of Detroit, was scheduled to deliver a brief address 
of welcome, but ill-health prevented his coming. He was 
represented by the police commissioner, Honorable James 
W. Inches, who had at one time been health officer of 
Detroit. 

In his address as president, Dr. Warren L. Babcock 





Christopher G. Parnall, M.D., newly elected president, Michigan Hos- 
pital Association. 

briefly reviewed the reasons that gave rise to the organi- 
zation of the Michigan Hospital Association in December, 
1919, and declared that in the face of pressing needs, not 
all boards of trustees and superintendents have met their 
responsibility in establishing adequate standards for the 
care of patients, and in securing the funds necessary to 
maintain such standards. To aid in a self-examination 
as to how far hospitals of Michigan had gone in meeting 
the serious needs of the day, he propounded a series of 
questions constituting a critical analysis of hospital effi- 
ciency. Among them were these: 

Have you studied the possibility of central or group 
purchase of supplies? 

Have you considered the desirability of large advance 
purchases? 

Have you inspected your fire insurance policies and 


taken steps to increase your insurance, in the face of 
increasing cost of construction? 

Does your hospital meet. the minimum requirements 
established by the American College of Surgeons? 

Have you made it a part of your program to relieve 
nurses of the drudgery of maid service? 

Have you introduced the eight-hour day? 

Dr. Babcock also called the attention of the meeting to 
the opening of the new headquarters of the American 
Hospital Association, 22 East Ontario Street, Chicago. 
He characterized the close grouping of the headquarters 
of the American Medical Association, the American Col- 
lege of Surgeons, and the American Hospital Association 
in Chicago, thus forming a hospital and medical center 
for the country, as a happy augury. Speaking of the 
campaign in which the American College of Surgeons is 
now engaged for bettering hospital service through the 
organization of medical staffs, the keeping of complete 
and accurate case records, and the provision of adequate 
laboratory and x-ray service, Dr. Babcock expressed the 
conviction that no undertaking of recent years in the 
hospital field gives promise of greater good to the hos- 
pitals of this country. He referred briefly to the Rocke- 
feller Foundation’s interest in the appointment of a school 
for hospital superintendents and in the problem of stand- 
ards of education for nurses. The report of the Cleveland 
Health and Hospital Survey which is now nearing com- 
pletion will, in his judgment, have nation-wide interest 
and influence, since in the main, conditions in Cleveland 
are not unlike those in other large cities; and he urged 
delegates to study the report when it is issued this fall. 
Dr. Babcock declared that it is the responsibility of com- 
munities in which hospitals function to provide them with 
necessary funds,—hospitals should not be compelled to 
wait upon the charitable impulses of rich benefactors. 
He urged hospitals to make every effort to close the gap 
between their bed capacities and their daily population, 
declaring that in one hospital which he knew, the daily 
average was only 54 per cent of its bed capacity. He 
also informed the convention that the Detroit Community 
Union had under consideration the organization of a cen- 
tral purchasing bureau for the hospital and charitable 
institutions of Detroit, to be conducted in all probability 
in conjunction with other hospital organizations and simi- 
lar organizations in Cleveland. 


Health Center for Each County 


Dr. Babcock’s address was followed by a paper by Dr. 
Merrill Wells, Superintendent, Blodgett Memorial Hos- 
pital, Grand Rapids, on “The Community Health Center: 
Possibilities in Its Field of Usefulness.” Dr. Wells de- 
clared that in the face of the great multiplicity of effort 
now being made along community health lines by various 
agencies, it is important that a central agency be estab- 
lished to coordinate these efforts, in order to avoid dupli- 
cation and overlapping. Dr. Wells urged that there be 
organized in every county a central clinic, or health 
center, having as its administrative head a competent 
medical director with some knowledge of public health 
work, and having a social service department in charge 
of a capable worker, various clinics covering not only 
general medicine and surgery, but also tuberculosis, vene- 
real disease, etc., a nursing office in charge of a chief 
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nurse directing the nursing of the county, and laborato- 
ries, lecture rooms, etc. In Dr. Wells’ judgment, certain 
definite advantages would accrue to the counties from the 
establishment of these centers: first, better medical serv- 
ice for the patients at the hands of experts in the several 
fields, and the benefit of their consultation; second, better 
facilities for referring patients to hospitals and other 
institutions; third, the assurance of careful, reasonable, 
and economical discrimination with regard to the finan- 
cial status of patients, through social service investigation 
and guidance, and follow-up work; fourth, centralized 
direction of field work; fifth, standardized, dependable 
community health statistics; sixth, undoubted economy in 
centralizing community health administration. 

In discussing Dr. Wells’ paper, Dr. Vaughn called atten- 
tion to the fact that Detroit has been working on a pro- 
gram of health districts. One of the districts already 
organized includes one-tenth of the population of the 
city, and is in charge of a full-time medical officer. In 
the public health nursing work in the districts, Detroit 
has adopted the principle of having each public health 
nurse do general nursing instead of specialized nursing. 
Under its scheme of health districts, the city plans to 
give service to all the public, not only the patient, but 
also the doctors. 


Community Responsibility to Hospitals 


The first paper of the session held Tuesday afternoon 
was read by Mr. W. J. Norton, Secretary of the Detroit 
Community’s Union, on “The Community’s Responsibility 
to the Hospital.” Mr. Norton outlined the changes which 
had come about in the community life in recent years and 
stated that they were due, first, to the development of the 
sciences, and second, to the development of social organi- 
zation. This development had removed people from a 
state of self-dependence to one of interdependence, from 
which had arisen a new sense of community responsi- 
bility. He declared that our social structure was founded 
on the principle of the ascendency of the individual, and 
that in the race for supremacy the weaker members of 
society fall behind. Because of these failures, we have 
to set up institutions of all kinds to take care of them. 
This is in the nature of social insurance or community 
guarantee. In this scheme of community organization, 
the hospital is one of the important eiements, and although 
it dates back to the old crusades, it has never been con- 
ceived of in quite the light of a community organization. 
He declared that it was the duty of the general com- 
munity, and not of the rich, either through donations or 
bequests, to build hospitals. He declared that the time 
had come for every American community to sit down and 
calculate just how many hospital beds it needs, and then 
definitely place the responsibility for their provision on 
the community. He declared that while community hos- 
pitals under government control would increase in num- 
ber, there was a definite place for the private hospital. 
He felt that it was the responsibility of superintendents 
and boards of trustees to educate the public as to the 
character of the hospital in the community. It must come 
to be regarded as a thing to be loved before the com- 
munity will support it. The hospitals, he declared, must 
sell themselves, in great and glowing terms to the com- 
munity as a whole. 

Commenting on Mr. Norton’s paper, Dr. John F. Bres- 
nahan, of the staff of the American College of Surgeons, 
urged that hospitals use the time during which patients 
would otherwise be idle, in teaching citizenship and per- 
sonal hygiene. He felt that for this purpose volunteers 
could be secured who, within certain definite limits, could 


THE MODERN HOSPITAL 








51 


tactfully conduct such an educational campaign. Fol- 
lowing Mr. Norton’s paper, Dr. Haven Emerson, 
ex-commissioner of health, New York City, director of 
the hospital and health survey now being made in Cleve- 
land under the jurisdiction of the Cleveland Hospital 
Council, delivered an address on “How a Hospital Survey 
May Contribute to Community Health Service.” He out- 
lined the Cleveland survey, stating that it covered three 
main divisions: first, a study of the adequacy of hospital 
beds and service for the sick, second, facilities for teaching 
those who cared for the sick, that is, physicians, nurses, 
etc.; third, the health service of the city. 


Preventive Medicine Tactics Best 


Dr. Emerson’s address was most inspiring and contained 
many pertinent observations. He declared, among other 


things, that hitherto the function of the dispensary has 
not been rightly conceived—that its chief purpose was 
to keep people out of the hospital. 


Teaching should be 
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magnified in the dispensary, with more stress laid on 
the study of the incipient growth of disease than on the 
end results, or the ultimate gross pathology. He called 
attention to the fact that while in England you can get 
convalescent care for almost any type of disease, in Amer- 
ica there are few convalescent hospitals into which the 
acute hospitals can unload their patients as quickly as 
they would like to. Eighty-five per cent of the patients 
are returned to homes which do not provide suitable care. 
He declared that the hospital is for the health officer of 
the community what the morgue is for the physician— 
that is, an indicator of his efficiency as a health promoting 
agent. He declared that our larger communities clearly 
need a minimum ratio of five beds to every one thousand 
population for general cases, if the hospitals are operated 
at 80 per cent of their capacity. The Cleveland survey 
indicated that 75 per cent of all the hospital beds in 
Cleveland are surgical beds, and the present overcrowding 
suppresses medical service. Such a situation offers oppor- 
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tunity for the successful activities of the quack, the char- 
latan, and the patent medicine manufacturer. Out of the 
Cleveland survey Dr. Emerson felt that there would grow 
certain agencies which would make possible continued self- 
analysis in the health and hospital field, and the education 
of the community in spending its money for the preven- 
tion of sickness. 


Minimum Standard Means Maximum Service 


The concluding address of this session was made by 
Dr. John F. Bresnahan, from the staff of the American 
College of Surgeons, Chicago, on “Standardization in 
Michigan.” Dr. Bresnahan impressed his hearers with 
the fact that standardization did not mean forcing every 
hospital to be like every other hospital, but did mean 
minimum standards of care and treatment below which 
no hospital should fall. He felt that no hospital should 
be robbed of its individuality. A brief history of the way 
in which the College of Surgeons came into this movement 
followed, with an outline of the three basic standards on 
which the College is working. He quoted figures showing 
the results of the inspection of Michigan hospitals by 
the College. Of the eighteen hospitals inspected that had 
a capacity of one hundred or more beds, three were up 
to standard, twelve were practically up to standard, and 
three were below. Of the eighteen hospitals with a bed 
capacity of fifty to one hundred beds, two were up to 
standard, six nearly so, and ten below. Records, Dr. 
Bresnahan stated, were of no use unless used. They 
furnish the means of conducting helpful staff meetings, 
where the quality of the work being done in the institu- 
tion could be reviewed. In closing the discussion on his 
paper, Dr. Bresnahan stated that the medical profession 
is doing the standardization itself, and this is what is 
making it a success. 


Nursing Situation Analyzed 


Wednesday morning’s session was devoted to discussion 
of Compulsory Health Insurance and State Medicine, and 
to the reading and consideration of a report of the com- 
mittee on the recruiting of pupil nurses for training 
schools. The paper on compulsory health insurance and 
state medicine was read by Dr. George E. Frothingham 
of Detroit, and the discussion was led by Leonard T. 
Crane of the same city. The report of the committee on 
recruiting of pupil nurses was presented by Miss Emily 
H. McLaughlin, principal of Farrand Training School 
for Nurses, Detroit, the chairman of the committee. Miss 
McLaughlin called attention to the fact that the work of 
the committee on recruiting was twofold: First, to re- 
cruit nurses for graduate training schools, and second, 
to arouse community responsibility for health activities. 
In carrying on this campaign the state was divided into 
twelve districts, each district being in charge of a director. 
Extensive arrangements were carried out for publicity of 
one kind and another, including speeches, pamphlets, post- 
ers, etc. The moving picture film entitled “In the Foot- 
steps of Florence Nightingale” was extensively shown. 
Up to the time of this meeting, 138 schools had been vis- 
ited, 16,119 pupils addressed, and 1,126 girls sent in their 
names for application blanks. Although the campaign 
is not completed, those in charge feel that it has been 
eminently successful and that the chief result has been the 
education of the public in matters pertaining to nursing. 
In its report the committee recommended that the central 
and regional committees be retained; that further effort 
be made te present the nursing needs of Michigan to 
citizens of the state; that the subject of nursing as a 
profession be brought to the attention of the students of 
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all the colleges and high schools throughout the state. 

The Association’s committee on legislation submitted 
a report which dealt largely with the question of the 
training of attendants. The conclusions of the committee 
are as follows: 

(1) Whatever legislation is enacted regarding the mat- 
ter of trained attendants, it should preferably be enacted 
as an amendment to the present nurses’ bill. 

(2) The committee prefers the designation “Trained 
Attendant” for persons who have taken the shorter course 
in practical nursing. 

(3) As a requisite to entering upon the course of study, 
applicants shall have finished the sixth grade and shall 
be eighteen years of age. 

(4) That any bill that may be drafted on this subject 
should tell what nurses may do and what attendants 
may do; just as the medical act indicates what constitutes 
the practice of medicine, so such a bill should indicate 
what constitutes the practice of nursing and what the 
functions of the trained attendant shall be. 

(5) That the registration of graduate nurses shall be 
made compulsory. 

(6) That the attendants shall be registered locally with 
boards of health, so that lists of attendants may be avail- 
able in times of emergency. This registration, the com- 
mittee feels, should be an annual one. 

(7) That the period of training shall be nine months, 
six of which shall be devoted to practical work. 

At the Wednesday afternoon session, Dr. C. G. Parnall, 
superintendent of the University Hospital of Ann Arbor, 
read a paper on the “Future of Nursing Service and Nurs- 
ing Education,” in which he made a plea for the main- 
tenance of high standards of nursing education and urged 
that no steps of relief be taken that would leave the 
nursing situation in a worse condition than it is at pres- 
ent. He deprecated the establishing of training schools 
merely as a measure for getting nursing at low cost. 
His analysis of the nursing situation showed that there 
was a tendency toward the development of two classes 
of nurses: first, nurses for bedside service; second, nurses 
for special lines, including nursing education. He recom- 
mended that the nurses’ training course be limited to two 
years, provided the applicants were graduates of high 
schools and had had one or two semesters’ work in the 
theory of nursing. He felt that there was a distinct 
place for the better class of domestics working under the 
direction of graduate nurses. 

The officers for the coming year are: 

President, Dr. Christopher G. Parnall, superintendent, 
University Hospital, Ann Arbor. 

Vice-Presidents, Miss Anna M. Schill, Hurley Hospital, 
Flint; Dr. A. R. Hackett, Gelray Industrial Hospital, De- 
troit; Miss Grace McEllerry, superintendent, Hackley 
Hospital, Muskegon. 

Secretary, Mr. Durand W. Springer, University Home- 
opathic Hospital, Ann Arbor. 

Treasurer, Dr. Herman Ostrander, superintendent, 
State Hospital, Kalamazoo. 

The newly elected trustees are: Warren L. Babcock; 
Father Michael P. Bourke, St. Joseph Sanatorium, Ann 
Arbor; Mrs. Edwin Booth, Butterworth Hospital, Grand 
Rapids. 

The next meeting of the Association will be held at 
Grand Rapids, Tuesday and Wednesday, Dec. 7-8, 1920 





“Mother, will an apple a day keep the doctor away?” 
“Yes, Jimmie. Why?” 

’Cause if it does, I kept about ten doctors away this 
morning.” —Life. 
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AUTOCRACY VERSUS DEMOCRACY 


For several years past we have heard much about the 
deplorable conditions in the teaching field, about the short- 
age of teachers, and the large numbers who are deserting 
the ranks in order to engage in some other kind of 
work. Many reasons are given for this desertion on the 
part of teachers, but the one most frequently heard is 
that the salaries are inadequate, and several campaigns 
to secure legislation that would increase salaries has 
focused attention on this point. It is argued that ade- 
quate salaries would increase the number of applicants 
for teaching positions, and decrease the number of teach- 
ers leaving the profession. 

In another field of woman’s work, i. e., hospital nursing, 
somewhat similar conditions exist. As a result of many 
causes, principally the shortage of pupil nurses, there 
has been a marked increase in the number of hospital 
positions available for graduate nurses, and this has 
brought into marked relief the fact that large numbers 
of nurses will not consider hospital positions, and are 
turning to many other fields of work. The depletion of 
our ranks by nurses who are attracted to other forms 
of work is a source of sorrow and regret, to many who 
still believe in the saying “Once a nurse always a nurse,” 
and who have felt that one who responded to the lure of 
nursing, would be held a willing captive all the rest of 
her life. I have used the word captive inadvertently, 
but perhaps it is a key word to the problem before us, 
for in nursing circles one does not hear so much com- 
plaint about salaries (although there is some), but one 
does hear a great deal about petty restrictions, lack of 
liberty, and the type of discipline imposed upon nurses. 
In common with many other groups that were formerly 
considered silent and submissive, nurses are learning to 
voice their grievances, though their protests have usually 
taken the form of desertion. A study of the answers 
given by many nurses who have been interviewed, has 
led the writer to believe that if hospitals really wish to 
secure and retain the services of graduate nurses in 
permanent positions, they must make the conditions under 
which the nurses live and work, freer, more human, and 
more democratic. This applies even in hospitals where 
the salaries are said to be adequate, the living conditions 
good, and the hours something approaching an eight- 
hour day. 


Mediaeval Note in Nursing Rules 


In this day and age it seems almost incredible, but it is 
quite true, that some of the rules and regulations for the 
guidance of nurses are almost mediaeval.* One finds no 
reluctance on the part of hospital authorities to trust 


*Anyone doubting this statement can verify it by making a collec- 
tion of such rules. 


It will prove an amusing pastime. 
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nurses with heavy responsibility for human life, but there 
is a most unusual and pathetic ‘reluctance to trust them 
to manage their own lives. Much of it is due to thought- 
lessness, much of it is an inheritance from the religious 
and ascetic orders that have played such a large part 
in nursing history, but by far the greater part of it is 
due to a desire to preserve the status quo. Hospitals have 
made large contributions to medical education and to so- 
called charity—but who can say that they have ever 
fostered freedom? Is it not true that they have to a very 
great extent set themselves apart, and been influenced 
less by democratic ideals than most other institutions? 
And is it not true also that many who are in authority 
in our hospitals devote the greater part of their energies 
to preserving the present autocratic standards of dis- 
cipline, and when any change is under consideration pray 
with Hezekiah of old: “Let the evil not come in my day, 
Oh Lord!” 

Another phase of this subject is the fact that in any 
state the number of changes in the superintendents of 
training schools makes a surprisingly large total. Any 
one who for any reason is obliged to keep a list of the 
personnel of nursing schools is impressed by this fact. 
It might reasonably be expected that such a list would 
require revision once or twice annually, but those who 
have tried it know that there are changes almost every 
month. Of course there are some outstanding schools 
that have retained the services of capable women over a 
long period of years, but the unusualness of this fact is 
one of thé reasons why they are outstanding. In addi- 
tion one finds an increasingly large number of women 
pre-eminently well fitted to make good superintendents of 
nursing schools who are unwilling to consider such posi- 
tions. Here again a limited but intensive study has indi- 
cated that the autocratic organization of hospitals has a 
good deal to do with this condition. During recent years 
we have had many interesting diagrams of hospital organ- 
ization showing the relation of different departments to 
each other, and the subordination of all to the central 
figure, or superintendent, who, alone, had access to the 
governing board of managers, or trustees. What im- 
presses one is that the superintendent of a nursing school 
is on a par with the heads of other hospital departments, 
and the inference is that there is no essential difference 
between a school and a hospital department, or between 
the pupil who is working for an education, and the em- 
ployee who is working for pay. When one realizes that 
this is the usual and not the exceptional thing, and that 
there are in training in this country about 50,000 young 
women, the quality of whose education is determined, 
with very little regulation by legislation, by these super- 
intendents and trustees, one is prompted to ask what 
qualifications are required of men having such control 
over the professional education of such a large group. 
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I am indebted to Dr. S. S. Goldwater for answers to this 
question contained in an illuminating article on “The 
Training of Hospital Superintendents” which appeared in 
the April issue of the MopeRN HospitaL. Dr. Goldwater 
is a man whose opinions on many subjects are of great 
value, and every one will agree that he is specially fitted 
to write about the type and kind of man a hospital super- 
intendent should be, and the various branches of technical 
knowledge he should be familiar with. He lists these as: 
“medicine in all its branches, sanitation, hygiene, vital 
statistics, the theory and practice of nursing, sociology, 
law in its application to hospitals, illumination, ventila- 
tion, domestic science, accounting, and the science of 
business.” One is tempted to wonder just how such a man 
will secure a knowledge of “the theory and practice of 
nursing.” For years hospitals have maintained that 
there were no short-cuts, or royal roads to a nursing 
education; that at least two, and oftener, three years of 
actual study and practice are essential, because it is 
specialized, expert work, and has an entity of its own. 
It is pretty generally agreed that nursing is woman’s 
work, so presumably this is one department of knowledge 
where men because of their sex would not have the ad- 
vantage over women. Moreover there is no justification 
for assuming that a medical education carries nursing 
education with it as a by-product. Of course, if this knowl- 
edge can be absorbed from residence in a hospital, then 
many others besides the men aspiring to be superin- 
tendents ought to be able to qualify as conversant with 
“the theory and practice of nursing.” However, this 
small matter is unimportant because Dr. Goldwater fur- 
ther states that the difficulty of finding a man who has 
been trained in all these branches is so great, that as a 
rule, the trustees of a hospital in- search of a super- 
intendent “are content to discover a candidate possessing 
an attractive personality, executive ability and some hos- 
pital experience.” This is particularly interesting in view 
of the fact that in a large number of hospitals, the super- 
intendent of the nursing school who must be a trained 
woman, has to submit all her reports to the board of 
trustees through the medium of the hospital superin- 
tendent, who in the nature of the case is interested 
primarily in economic administration and only rarely has 
any interest in teaching, or any knowledge of pedagogy. 
It is true that in many hospitals, the relation of the 
hospital superintendent to the superintendent of the nurs- 
ing school is cordial and helpful, and many women testify 
gladly to the unfailing support accorded them by these 
men. Nevertheless, the price paid for this support is 
submission, and means a sacrifice of the independence that 
is as dear to women as to men. 


Access to Governing Board Essential 


On the other hand an increasingly large number of 
training school superintendents feel their problems are so 
different from those of the various departments of the 
hospital that they fail to arouse sympathetic interest on 
the part of the man superintendent. This is not strange 
because by far the greater number of training school 
problems are educational. Only a few are administrative, 
and superintendents of hospitals usually have the admin- 
istrative type of mind. The pressure under which they 
work tends to develop it to the tenth degree, and only a 
tremendously level-headed, broad-minded type of man is 
capable of controlling the tendency to follow the line of 
least resistance, which is to magnify administrative prob- 
lems and minimize educational ones. Under these cir- 
cumstances the lack of sympathetic interest is inevitable. 
Here again there is no hesitation in throwing enormous 





Vol. XV, No. 1 


responsibility on the head of the training school. Why 
should there be any hesitation about granting her such 
independence as would clearly recognize the interde- 
pendence of the hospital and the school? Why should 
there be any question about the propriety of allowing her 
to present her problems and programs directly to the 
board of trustees? 

Analyses of hospital pay rolls show it not unusual for 
superintendents of nursing schools to be directly re- 
sponsible for one-half or three-quarters of the total num- 
ber carried on the pay roll. And this responsibility means 
not only securing students, orderlies, maids, but educating 
them and keeping them up to a high standard of work. 
Surely this responsibility is great enough to entitle the 
woman carrying it, to the privilege of direet access to the 
governing board without the disadvantage of even a well- 
intentioned medium. 


Board Unfamiliar with Nursing Problems 


Nursing schools are passing through a very critical 
period, one that promises to test the whole structure of 
nursing education pretty thoroughly, and the most tragic 
feature of this crisis is that in so many instances mem- 
bers of boards of trustees know little or nothing of their 
nursing schools until perchance the machinery of the 
school begins to creak because of the shortage of appli- 
cants, etc. Here again I am indebted to Dr. Goldwater 
for the following illuminating statement: “Without un- 
graciously or ungratefully belittling the fine public spirit 
or the extraordinary generosity of hospital trustees, one 
may in all candor state the fact that trustees usually 
take their places on hospital boards knowing compara- 
tively little of the medical needs of the community, of the 
state, and the requirements of medical education and prac- 
tice, of the significance of the infinitely varied forms that 
organized medical effort may take, of the relative merits 
of different types of hospital organization.” Even Dr. 
Goldwater omits to mention “the requirements of nursing 
education and practice,” and this omission on the part of 
so sympathetic a friend of nurses as Dr. Goldwater is, 
is tremendously significant. 

If in the nature of things, trustees and hospital super- 
intendents cannot be expected to be familiar with the 
problems of nursing education, does it not seem reasonable 
that the superintendent of the nursing school who has 
studied them and spends her days grappling with them, 
may as the result of her experience and unique opportuni- 
ties have some contribution to make that will be of value? 
And if it is worth while for hospitals to have successful 
nursing schools and retain the services of competent 
women, is it not conceivable that greater independence, 
and a freely recognized right to represent their schools 
and present their problems directly to the boards of trus- 
tees might be accorded to the superintendents of the 
nursing schools? 


FLORENCE NIGHTINGALE CENTENNIAL 

On the evening of May 12th at the Hotel Biltmore, 
New York City, 600 guests sat down to a centennial dinner 
to commemorate the 100th anniversary of the birth of 
Florence Nightingale. 

The dinner was given under the auspices of the State 
Charities Aid Association, the New York City Visiting 
Committee, the Board of Managers of the Bellevue Train- 
ing School, and the New York City League for Nursing 
Education. 

The purpose of the dinner was to launch a publicity 
campaign that will do honor to Florence Nightingale’s 
memory, and stimulate the young women of today to a 
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higher appreciation of the opportunities in the nursing 


field. 
The program was as follows: 


SPEAKERS 
Introductory Remarks by the Chairman 
MR. HOMER FOLKS 7 
President of the New York City Visiting Committee of the 
State Charities Aid Association 
Silent Tribute to Miss Cavell 
MAJOR-GENERAL M. W. IRELAND 
Surgeon General United States Army 
MISS ANNIE S. GOODRICH : 
Assistant Professor of Nursing at Teachers College, and Director of 
Nursing at the Henry Street Settlement 
HON. P. WHITWELL WILSON : 
Formerly Member of Parliament, American Representative, 
The London Daily News 
DR. LIVINGSTON FARRAND 
Chairman of the Executive Committee, National American Red Cross 


The various speakers paid many glowing tributes to 
Florence Nightingale’s life and work, and frankly dis- 
cussed the increased demands for pupil and graduate 


nurses. 
It fell to Miss Goodrich to read the following telegram 


from Governor Smith: 

“It is with satisfaction that I affix my signature to the Nurse Prac- 
tice Bill on this, the one hundredth anniversary of the birth of Flor- 
ence Nightingale. It is my belief that this legislation will be a benefit 
not only to the nurses but to the entire public of this commonwealth 
in designating and licensing persons competent to care for the sick and 
injured. I believe this bill is a distinct forward step for the preserva- 
tion of public health, and on this anniversary of the birth of that 
wonderful woman who is really the founder of the profession of 
nursing, it gives me great pleasure to have the opportunity of thus 
taking part in commemorating the great service which she and her 
followers have rendered to mankind throughout the world. This 
country, in common with all others, can never repay the debt of 
gratitude that civilization owes to the Rose of No Man’s Land, our 


own Red Cross Nurse.” 
(Signed) ALFRED E. SMITH, 
Governor of the State of New York. 


This was greeted by enthusiastic applause and called 
forth many expressions of appreciation of the spirit which 
prompted the Governor to exercise his executive power on 
the anniversary of Florence Nightingale’s birth and to 
notify us in such a cordial and sympathetic manner. 

Dr. Thomas W. Salmon, Chairman of the Mental 
Hygiene Committee was not able to be present, but sent 


the following message: 

“Florence Nightingale lived long enough to see the influence of the 
first battle of organized nursing with disease and death extend to every 
phase of human suffering but one. She saw the public health nurse 
go about her work in the home, the school, and the factory, bringing 
her training to bear upon prevention, just as skillfully and effectively 
as her sisters were bringing it to bear upon cure or relief of suffer- 
ing in the hospital ward. She saw nurses’ education lifted to a high 
professional level but she did not, unfortunately, live to see that 
development of nursing which in some ways may be considered its 
crowning achievement. Denied for centuries a place in the interests 
of doctors, and long afterward denied the care of nurses, the insane, 
even during Florence Nightingale’s life, partook of the great benefits 
of professional nursing only if they were women. Some cruel sur- 
vival of ignorance or prejudice placed men whose minds were ill 
beyond the reach of those best able to minister to their needs. Had 
Florence Nightingale lived ten years longer she would have seen this 
last barrier almost swept away. In France, in the military hospitals 
for mental disease, guards with fixed bayonets watched outside the 
psychiatric wards while women nurses with skill, and special training, 
and kindness tended the sick men within. Today the best means of 
distinguishing between the asylum for the insane and the hospital for 
mental diseases is the presence of the trained nurse on the wards 
for the most acute cases among male patients. Even though the word 
‘hospital’ is in the mouths of all its personnel, is painted on its 
signposts, or is printed on its official letterheads, that institution for 
mental cases is an asylum if it has not become enlightened enough 
to turn over the nursing of its men as well as its women to the 
woman nurse; and, even though its buildings are huts at home or 
ruined barns in France, that institution for mental cases, whatever 
its name, is a hospital if it has trained women nurses on all its 
wards—those for men as well as for women. Today nurses are train- 
ing themselves in this new field not only that they may work in 
hospitals for mental cases, but also that they may better recognize 
and deal with the mental side of all illnesses.” 





“All pace-setting, all speeding-up, must, if it is to be 
just and socially expedient, bear in mind that a man’s 
working life should be not twenty, but nearer forty, years; 
and if society chooses to decree otherwise because of the 
demands for high productivity, it is society’s immediate 
duty to provide for the discarded workers by old-age 
pensions (which begin far lower than at sixty-five or 
seventy years) or by some other adequate and humane 
system.”—Ordway Tead. 
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THE RUDOLFINERHAUS RE-EQUIPPED 


The Rudolfinerhaus, the oldest and best known training 
school for nurses in Vienna, which was founded by the 
famous surgeon, Billroth, has been re-equipped by the 
American Red Cross. The hospital supplies and equip- 
ment, medicines and food supplied have enabled Dr. Rob- 
ert Gersuny, the director, to put the institution on its 
feet once more. 

The end of the war left the once famous hospital on 
the brink of financial ruin, with no funds to make urgent 
repairs, with the bed linen used up, no fuel in the cellars, 
and the nurses half starved. The nurses’ home was un- 
heated, and the nurses themselves were working with 
much lowered efficiency. Many needed rest after 
months of overwork, but even for this no money could 
be found. 

Until the American Red Cross began to take an interest 
in the hospital there was no prospect that the nurses 
could go back to their pre-war work. But now arrange- 
ments have been made whereby their food supply and 
heat for their rooms is assured, and those suffering most 
from privation and overwork will be enabled to regain 
strength in the rest house opened outside the city. These 
nurses have long been regarded as the most efficient first 
class nurses in the former monarchy. They point with 
pride to their war record. 

More than 12,000 operations were performed in the 
model surgical wards of the hospital, with not a single 
case of fatal hemorrhage. Investigation of hospital con- 
ditions in disease-ridden Vienna has convinced the Red 
Cross that no effort should be spared to give the sick the 
benefit of the highly trained nurses of this school. 





Doctors Strike for Equal Pay with Washerwomen 


The doctors and surgeons of the Viennese hospitals 
have declared that they cannot live on the present rate 
of pay, and threaten to go on strike unless their salaries 
are immediately raised by the municipality. Their present 
remuneration is less than that of the lowest day 
laborer, and they consider that they should have pay at 
least equal to that of the washerwomen in the same 
hospitals. 

The total absence of essential drugs in the wholesale 
and retail pharmacies of the Austrian capital, combined 
with the very grave health situation, which has crowded 
every available inch of space in the hospitals with seri- 
ously ill patients, has made the task of the overcrowded 
medical staffs one that is almost beyond human endur- 
ance. Physicians attached to the American Red Cross 
relief mission are doing what they can to aid, but the 
situation is extremely serious. 





Early Hospitals in Siam 


Jayavarman VII, who ascended the throne of Siam in 
1182, was so filled with a spirit of sympathy for the 
distressed that he was instrumental in founding a large 
number of hospitals throughout his kingdom, says the 
Medical Journal of the Siam Red Cross. There were 102 
hospitals in the various provinces, according to an in- 
scription unearthed at Ta-Prohm. From other inscrip- 
tions it appears that in these early hospitals there were 
two physicians. Each had as servants one man and 
two women, two storekeepers, two cooks, two servants 
whose duty it was to prepare the offerings to Buddha, 
fourteen infirmarians who administered the remedies to 
the patients, six women to pound the mendicants, and 
two women to peel rice. 
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NEW YORK DISPENSARIES; BOOK AND 
RECORD KEEPING* 


HE preparation of record forms as well as the using 

and filing of them has been worked out in each dis- 
pensary in accordance with the individual inclination and 
interest of the physicians and the management, and in 
accordance with the available space facilities. There is 
no uniformity of plan or procedure. The same, to a very 
large extent, applies to the systems and methods of 
financial bookkeeping. 


I. Financial Accounts 


(a) The Importance of Accurate Cost Accounting.—In- 
stitutions representing considerable capital investment 
and expending very large sums for maintenance and serv- 
ice must needs maintain an elaborate system of book- 
keeping. 

In the industrial world bookkeeping is designed not only 
for purely financial ends, but also for production and 
“efficiency” purposes. Efforts are made to ascertain the 
cost for various units of the productive process in the 
several departments of a mill or a railroad. The cost 
unit system of accounting which to the industrial or pub- 
lic service corporation manager is as indispensable as the 
chart is to. the mariner, is applicable to hospital book- 
keeping for the very same reasons that it is employed in 
business. In order to avoid waste and extravagance, it 
is just as important for a hospital as for any other serv- 
ice-producing establishment to ascertain the relation be- 
tween money expended and result obtain in each of the 
departments. By the introduction of a proper system 
of recording, this can be accomplished, particularly in the 
large institutions, at a relatively slight cost. A uniform 
system of cost accounting in hospitals would have an 
additional advantage in that it would not only. serve each 
institution, but would allow for valuable comparisons of 
costs for the same units of service in the several insti- 
tutions. 

(b) Dispensary Accounting—Of the thirty-four dis- 
pensaries in which the financial bookkeeping has been 
studied, thirteen institutions have facilities for computing 
fairly accurately their dispensary costs. Among the re- 
maining institutions some make no attempt to determine 
operating costs; others are satisfied with more or less 
crude approximation, while still other take account of 
only a few items of expense. 

No detailed study of dispensary costs could be made, 
because of the looseness of accounting methods in vogue, 
and because of the interrelation between dispensary ac- 
counts and hospital accounts. Most of the dispensaries 
of this city are either out-patient departments of hos- 


*A section of the report made by the Public Health Committee of the 
New York Academy of Medicine, on the New York Dispensaries 
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pitals or are associated with teaching and religious insti- 
tuticns, and their accounts almost invariably constitute a 
part of the accounts of the institution with which they 
are associated. 

An attempt, however, has been made to ascertain the 
methods employed in the several types of institutions, 
and because of the different problems involved, the insti- 
tutions, for the purpose of this inquiry, were grouped 
according to their connection. The independent or de- 
tached dispensaries were studied as a group and likewise 
the out-patient departments of hospitals, and the dis- 
pensaries having other associations were compared to 
each other separately. 

(c) Comparison of Costs per Patient and per Attend- 
ance.—As an illustration of the extent to which costs as 
figured now are incomparable, the statistics of three dis- 
pensaries of the same type for the same year (1912) may 
be of interest. The New York Dispensary reports a cost 
per visit of $0.315. The Demilt Dispensary figures its 
cost per visit at $0.788, and the Northeastern Dispensary 
computes its cost per visit at $0.246. The dispensary 
reporting the lowest cost had the smallest number of dis- 
pensary visits in a year, namely, 3,565 in 1917. The New 
York Dispensary reported 127,399 visits, and the Demilt 
37,906. 

The difference in the costs per visit is more remarkable 
when we consider that the Demilt Dispensary, which 
shows the highest cost per visit ($0.788), has only one 
salaried physician and one nurse, and no home visits to 
patients are made, while the New York Dispensary, with 
a cost of $0.315 per visit, includes in that the salaries 
of sixteen physicians and eight nurses. The Northeastern 
Dispensary, with its cost per visit of $0.246, includes in 
its cost the salaries paid to nine physicians but no nurses. 

As indexes of efficiency of management, the “per capita” 
or “per visit” costs are of a limited practical utility. A 
low cost per patient may only connote an excessive over- 
taxing of the facilities of an institution, with a concomi- 
tant slight amount of service to the individual patient. 
A high cost figure may be the result of an under-utiliza- 
tion of the plant which carries a large fixed and overhead 
expense. The lack of a standard practice of accounting 
contributes to render the cost per patient per attendance 
still more misleading. The purchase of new equipment 
or the making of considerable alterations, if charged to 
the cost of operation of a given year, as is frequently 
done, renders the per capita costs of that year unduly 
high. The proper method, of course, is to distribute the 
costs over a series of years in accordance with a recog- 
nized and uniformly applied method. 

The differences in the per capita cost of the three 
dispensaries aforementioned are due to a number of rea- 
sons similar to those discussed above. 
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If the possibility of a difference in unit costs can be 
so large in independent dispensaries where the figuring 
of the cost is simple and direct, the differences of per 
capita costs in out-patient departments of hospitals are 
apt to be still greater, because in making estimates very 
many items that should be charged to out-patient depart- 
ments are frequently either omitted, or are approximated 
in a more or less perfunctory way. No great effort is 
being made to arrive at accurate approximations or to 
change them from year to year as shifts and changes 
in the service occur. For example, in several institutions 
the estimated proportions of dispensary charges were 
checked by our investigator with the aid of the super- 
intendent, and in practically all instances the percentage 
of the “Kitchen and Steward’s Department” was found to 
be incorrect. 

The United Hospital Fund of New York requires the 
institutions desiring to share in the Fund to report their 
expenditures on a specially provided uniform blank sheet, 
in order that the information obtained may be comparable. 

According to the statistics compiled in the report of 
the United Hospital Fund for 1917, the differences be- 
tween institutions are inordinately large. The Knicker- 
bocker Hospital, for example, is credited with $0.47 per 
dispensary case, and the Presbyterian with $3.51. On 
the basis of cost per attendance, Presbyterian heads the 
list with a cost of 85 cents, and St. Mark’s Hospital shows 
the lowest cost, of 18 cents per visit. 

The following table shows the estimated costs of oper- 
ation and maintenance of dispensaries and the computed 
costs per patient and per attendance—1917: 

Cost 

Total per 

Cost Case Visit 
$ 69,484.03 $0.93 $0.32 

35,536.10 .98 27 

26,477.03 1.67 38 

52,753.68 3.51 .85 

49,102.62 -90 25 

32.380.18 .96 32 

17,000.00 .66 27 

5,669.00 57 .26 

17,654.54 59 .22 

9,534.97 .64 19 

6,185.80 By .25 

4,601.93 57 21 

2,528.69 AT 22 

11,298.07 86 .20 
St. Mark’s... 5,899 19,236 3,452.62 59 18 
Sydenham ... 1,046 24,343 10,172.64 1.01 46 

To a certain extent the differences in cost are due to 
the differences in quality of service rendered, the size 
of the plant, and the personnel; but they are also in a 
large measure due to differences in the accounting sys- 
tems. The approximations for certain services are fre- 
quently arrived at in a purely arbitrary way. While 
the Presbyterian, for instance, charges 13.7 per cent of the 
cost of administration to the out-patient department, the 
New York Hospital allows 10 per cent, and St. Luke’s only 
5 per cent, and yet St. Luke’s and Presbyterian have 
approximately the same number of patients, while the 
New York Hospital has more than twice as many as 
either St. Luke’s or the Presbyterian. 

Fifteen per cent of the expenses associated with the 
Nurses’ Training School are charged to the Out-Patient 
Department of the Presbyterian Hospital, and only 5 per 
cent at New York Hospital or St. Luke’s. The variations 
in medical and surgical supplies are considerable—from 
10 per cent at the New York Hospital to 34 per cent 


Cost 
Total Number of per 
Out-Patients 
74,406 214,059 
36,365 132,372 
St. Luke’s ... 15,890 70,009 
Presbyterian . 15,031 62,159 
Post Graduate 54,483 195,449 
Lenox Hill... 33,664 99,899 
Roosevelt .... 25,638 63,843 
Lincoln 9,883 21,894 
Beth Israel .. 29,938 81,174 
Lebanon . 14,972 59,563 
24,985 
21,638 
11,625 
38,581 


Name of 
Hospital 
Mt. Sinai.... 
New York... 


Knickerbocker 5,363 
Volunteer . 13,199 
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at the Presbyterian. In some institutions the percentages 
of these and other items are worked out on a basis of 
readily ascertainable figures, in others they are purely 
guesses. 

The city hospitals gauge pretty accurately their de- 
partment costs. Likewise, in some of the private insti- 
tutions fairly adequate systems have been introduced, 
but on the whole, the hospitals do not follow the cost 
accounting system found indispensable for the most effi- 
cient functioning of industrial establishments or public 
service corporations. Adequate cost accounting is pos- 
sible only when there is an accurate checking of the sup- 
plies, foodstuffs, light, laundry service, etc., and when 
the system of bookkeeping provides for making the proper 
charge to each service or department, with all the labor 
and materials that go to the performing of each service. 

(d) Summary.—An accurate cost unit system, based on 
a detailed distribution of expenses an an accurate check- 
ing of supplies, would be of inestimable value to those 
responsible for the management of institutions, and to 
the contributing public, which is entitled to an accurate 
and instructive account of the use of the plant and funds. 
As it is at present, the management has no adequate 
basis for the comparison of costs of similar services at 
any particular time or periods of time, and the public is 
given perplexing figures on which to base judgment. 

The need of cost accounting may, then, be summed up 
as imperative for the following seven reasons: 

(1) To raise the standard of business methods; 

(2) To show the relation between 

(a) the total amount expended, and 
(k) each function performed or service rendered; 

(3) To make possible accurate checks on the use of 
personal service, supplies, and materials; 

(4) To aid in the determination of problems pertain- 
ing to 

(a) the payment of salaries and wages, 

(b) the use of plant and machinery, 

(c) the needs of reorganization or rearrangement 
of services, 

(d) the economic management; 

(5) To make possible an accurate budget system; 

(6) To aid in the standardization of hospital organiza- 
tion and management by comparison with other institu- 
tions of similar type; and 

(7) To facilitate the making of proper charges to pa- 
tients for hospital and out-patient services. 

There is a limit, however, to which it is expedient to 
endeavor to carry on the unit cost of accounting. To 
go beyond a certain point would be impractical and a 
sheer waste of time and money. Certain overhead ex- 
penses had better be estimated in accordance with a well 
tested principle; but an accurate accounting of most of 
the supplies and equipment, and the recording of the whole 
cost of such service is essential for efficient management. 

(e) Method of Dispensary Accounting Suggested by the 
Associated Out-Patient Clinics of the City of New York.— 
In their effort to bring about at least a degree of uni- 
formity in dispensary accounting, the Associated Out- 
Patient Clinics of the City of New York, in their Second 
Annual Report (1914), recommended the following rules 
of procedure, which are followed by a number of institu- 
tions in the city: 

REPORT OF THE COMMITTEE ON DISPENSARY ACCOUNTING 

Charges to be made on the following basis: 

1. Salaries and labor of all persons working in the dis- 
pensary, exclusively, at cost. 

2. All supplies delivered directly to the dispensary, at 
cost. 
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8. Medical and surgical supplies, at actual or estimated 
cost. 

4. Other expenses based on classification of the Uniform 
System of Hospital Accounting. 

(a) Administration—Estimated percentage of salary of 
superintendent of hospital, superintendent of 
nurses, assistants and instructors. 

(b) X-Ray Department—Actual or estimated percent- 
age, as furnished by the director or operator of 
the department. 

(c) General House and Property Expenses— (Estimated 
percentage) 

. Electric lighting. 
. Fuel, oil and waste. 
Gas. 
Ice. 
Insurance. 
. Maintenance: real estate and buildings. 
Maintenance: machinery and tools. 
. Plumbing and steam-fitting. 
. Rent. 
10. Miscellaneous. 

(d) Laundry—Estimated percentage, including allow- 
ance not only for supplies delivered to dispensary, 
but for officers or employees who give the whole 
or a portion of their time to the dispensary. 

(e) Steward’s Department—Should include a propor- 
tionate percentage for labor and for provisions 
for all persons living in, whose services are ren- 
dered to the dispensary exclusively, and the 
proper proportion of provisions furnished to those 
whose services are given in part to the dis- 
pensary. 

(f) Housekeeping Department—Proper percentage of 
salary of housekeeper, based on amount of service 
rendered to dispensary, supplies, actual or esti- 
mated cost. 

(g) Kitchen Department—Proportionate amount to be 
charged for preparation of food for those who 
serve in the dispensary. 

Inasmuch as hospitals do not include rental for or 
depreciation on buildings, or percentage for capital in- 
vested, dispensaries and out-patient departments should 
make no similar charge. 

If there be a mortgage on buildings, the interest of 
such mortgage should be charged to corporation expenses 
rather than against hospital or dispensary. 

As to dispensaries not connected with hospitals, it is 
obvious that many of the above suggestions do not apply 
and that all expenses, other than interest on capital out- 
lay or mortgages, should be included as expenses. 

There is need for a comprehensive and detailed outline 
of an accounting system which would be applicable to 
hospitals and which would make possible the figuring of 
unit costs with greater exactitude than it is now being 
done. 


CONAMTAR WHE 


Il. Record-keeping 


(a) Principles of Record-keeping.—Before proceeding 
to a more detailed discussion of the present-day practice 
it may be advantageous, perhaps, to define the principles 
upon which a record-keeping organization and system 
should be based. These principles can be briefly stated 
as follows: 


1. That in each institution there shall be someone 


charged with responsibility for seeing that records are 
completely and accurately kept. 

2. That all information necessary to the proper under- 
standing and disposition of the patient’s problems shall 
be required. 
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3. That the information so required shall be entered 
legibly or in typewriting on the record, and that records 
be made readily available to those who should use them. 

4. That the information upon the record be in such 
form that it is capable of analysis and recapitulation for 
the advice and information of the administrative author- 
ity, medical research, and the public. 

(b) Supervision of Records.—The first principle set 
forth in the preceding section is that there shall be some- 
one charged with full responsibility for seeing that records 
are completely and accurately kept; in other words, re- 
sponsibility for seeing that the three other principles are 
observed by those having to do with the records. In the 
majority of dispensaries this first principle is not observed 
because of the fact that most dispensaries permit physi- 
cians to retain history records in their respective clinic 
rooms. In a few dispensaries, notably the Presbyterian, 
St. Luke’s, New York Hospital, the Vanderbilt Clinic, and 
the Neurological Institute, a central history record file is 
maintained, and in such dispensaries responsibility is 
placed upon a supervising clerk or librarian. But in most 
other dispensaries, responsibility is so divided among 
many that supervision of records is well nigh impossible. 
Each physician uses his own judgment as to filling out 
the history record, and since the records are scattered 
throughout the dispensary, tests for uniformity, accuracy, 
and completeness are rarely applied. 

The requirement that someone be made responsible for 
the completeness and accuracy of records carries with 
it as a sequel that records shall be centrally filed. By 
central filing of records is meant that all history records 
shall be kept in one place, instead of being scattered 
throughout the clinic rooms. Central filing permits the 
supervisor to review daily the records made out by phy- 
sicians or their helpers, and determine whether or not the 
information supplied by them meets the requirements. If 
not, the defect may be brought to the attention of the 
physician for correction. 

Although central filing of records is practised by sev- 
eral dispensaries, variations of procedure in placing the 
records at the disposal of the physician are found which 
are worthy of comment. In the Vanderbilt Clinic and 
the New York Hospital Dispensary, for example, the 
patient is given his history record on admission and is 
made responsible for seeing that the history record reaches 
the clinic physician. If the patient is an old patient, 
he has therefore an opportunity of reviewing his own 
case, and many patients have been observed perusing their 
own histories while waiting for admission to the clinic. 
This is bad practice. Better practice, as illustrated in 
the Neurological Clinic, in the Presbyterian Dispensary, 
and some others, is for the histories to be delivered to the 
clinic by a nurse, clerk, or runner. In the Massachusetts 
General Hospital in Boston, which has developed an excel- 
lent record system, records are delivered to the various 
floors of the dispensary by an electric carrier and then 
messengers deliver them to the clinics. Such a system 
could be readily applied in other large institutions. 

The central filing method, with delivery of records to 
clinic by messenger or mechanical conveyor, their return 
to the central files in the same manner at the close of 
the day, and their review by a competent supervisor, is 
believed to be the most satisfactory plan for all concerned. 
The time of physicians in hunting for records is saved, 
and no responsibility beyond making the proper entry 
in the record is placed upon them. 

It is a moot question whether or not records of social 
service should be filed with the patient’s medical history 
in the central file. The usual practice is to permit the 
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social service workers to keep their own records separately 
from the medical history records, in view of the fact that 
the day’s work does not concern only the patients of that 
day, but many others. But it is believed that the same 
principle should apply to social service records as to other 
records, and that these records should be subject to re- 
view in the same manner as the records of medical treat- 
ment. Records under current consideration could be fur- 
nished the social service department daily, and when a 
case is completed the record should come to rest in the 
central file, with all other records of that particular case. 
If the records be typewritten, a special carbon copy file 
may be kept by the department. 

In the Presbyterian Hospital Dispensary, only, was 
there observed a correlation of the dispensary, social serv- 
ice, and hospital record under what is called the “unit” 
record system. No record is accepted for final filing until 
all elements of that record are complete and brought 
together as a unit. It is therefore possible to review 
the history of a patient in his contact with all the various 
phases of the work of hospital and dispensary. It can 
be determined accurately whether or not the handling 
of a particular case was satisfactory, and what the final 
result was, without reviewing a number of records scat- 
tered throughout the institution. 

Another advantage of the central filing method is that 
it permits the adoption of a uniform sysem of indexing 
records, not only by number or name, but also by disease 
and its complications. The physician who wishes to study 
a large number of cases of a particular disease can have 
the history records of all such cases placed at his dis- 
posal promptly. The availability of a good index system 
stimulates interest and prompts to research. The securing 
of complete data redounds to the advantage of the insti- 
tution and improves its medical services. 

(c) Information to Be Required in Records.—Experi- 
ence in drafting record forms shows that error is more 
likely to be made by requiring more information than is 
necessary, rather than by requiring less than is necessary. 
The commonest mistake in drafting a record form is, in 
the enthusiasm for detail, to make the record so complex 
that it defeats its own purpose. No one will spend time 
enough on it to fill it out completely, and so it shows 
quite often as many blank spaces as filled spaces. Blank 
spaces on a history record form mean either that the 
one filling out the record deliberately neglected to fill in 
the desired information, or that the information called 
for was not thought worth while. Information not worth 
recording should of course not be required, but if required 
it should be supplied. In brief, then, a medical history 
record should call for: 

First, the identifying information regarding the patient, 
i. e., his age, sex, civil status, job, trade, address, habits, 
heredity; 

Second, the history, as given by the patient, of previous 
illness and present illness; 

Third, the findings on physical examination by the phy- 
sician; 

Fourth, the results of laboratory tests, x-ray examina- 
tion or other special tests; 

Fifth, the diagnosis or provisional diagnosis; 

Sixth, the treatment, including reference to hospital 
social service or other reference; 

Seventh, the progress of condition; 

Eighth, the result of treatment. 

The above information, if supplied, together with the 
information secured bythe social service department, 
would give a complete understanding of the dispensary 
care. But, as has been pointed out in another section 
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of this report, it is only in rare instances, completely 
furnished. Identifying data are carelessly entered or 
often omitted. Occupation, an important factor in gaug- 
ing the patient’s problem, is frequently omitted, or if 
stated, is given in insufficient detail, usually in one, often 
meaningless, word. The nature of the job, and the in- 
dustry in which the patient is employed, are not stated. 
The patient’s history is sometimes carelessly drawn out, 
and salient facts are often omitted. The physical exam- 
ination, if recorded at all, is many times incomplete in 
the record. Laboratory tests, x-ray and other examina- 
tions, even when made, are often omitted from the record. 
The omission of the diagnosis is a common defect, and 
treatment notes are ordinarily fragmentary and unillu- 
minating. The writing is often so illegible and full of 
unintelligible abbreviations as to render the record value- 
less. Finally, the progress of the case and the result 
of treatment—the most interesting items, perhaps, of the 
whole history—are left to the imagination of the reviewer 
of the record. 

The first step in developing adequate medical records 
is to insist that the physicians fill out the records as 
prescribed. In one dispensary, the Clinic for Speech De- 
fect—which had the most satisfactory records observed 
in this study—a school slate frame in which is inserted 
an outline of the information to be obtained, and covered 
by a transparent celluloid sheet, is furnished each exam- 
iner. Examiners are required to follow these forms in 
obtaining histories, and after a time the procedure be- 
comes so familiar that the slates are not needed. This 
does away with the necessity of having special record 
forms devised for each clinic, which means considerable 
printing cost and adds little to the value of the record. 
The information for identification is printed in blank, 
following which there is ample space for notes under 
the various headings of patient’s history, physician’s ex- 
amination, laboratory ‘and other tests, treatment and 
result, etc. The diagnosis, or provisional diagnosis, should 
be at the top of the record, so as to permit ease in filing 
and reference. 

The analysis of Social Service Records, shown elsewhere 
in this report, indicates that the technic of record keep- 
ing is also not as yet adequately standardized in this 
department. Although there is considerable uniformity 
in record-keeping forms, there is little uniformity in the 
information found upon the records. Important infor- 
mation is often loosely formulated or entirely omitted. 
The same principles should be applied in the development 
of adequate records of social service as are essential for 
the development of medical records, as has been outlined 
above. 

Provided information obtained by social service depart- 
ments were well standardized, it would be possible to 
develop a consolidated social service report for the entire 
dispensary service of the city of New York, which would 
throw much light on the economic and social problems 
of the community. The preparation of such a report 
might be left to some such body as the Associated Out- 
Patient Clinics or the Hospital Social Service Association. 
The first step is, of course, the determination of what 
the record should include, and then the acceptance by 
all social service departments of the standards set up. 

Under an ideal dispensary organization, all patients go 
through the social service department before they are 
distributed among the clinics. The identifying informa- 
tion and the social history of such patients as need it are 
recorded in the social service department and forwarded 
to the clinic secretary to be presented to the physician, 
together with the patient. 
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PROBLEMS IN THE ADMINISTRATION OF 


GOVERNMENT DORMITORIES 


By OLIVE DAVIS, Assistant Dietitian, Government Hotel, 
ington, D. C. 

I have just a few things to tell you about these govern- 
ment hotels for women. In the first place, they are the 
greatest hotels in the world for women. In very many 
ways, the plan is a perfectly unique conception; there 
is nothing in the world just like it. We have accommoda- 
tions for 1,950 women, and the only hotel of its kind. This 
hotel is operated by the United States Housing Corpora- 
tion, and the various groups grew into life through the 
recommendations of the Council of National Defense. 
These recommendations were called to the attention of 
President Wilson, who after a good deal of thought and 
even cabinet discussion, decided upon the Secretary of 
Labor as the cabinet officer to whom the bureau actually 
operating the hotel, should be responsible. The President 
selected the sites for the buildings on government land,— 
a portion near the Mall, a portion near the station and a 
portion near the White House. Perhaps I should say as a 
matter of history, that in the beginning the housing 
bureau had ninety-eight projects, of different kinds. One 
of the first plans was for 25,000 houses to house 125,000 
persons; then there was a plan for 25,000 dormitories 
or hotels to house another 125,000 people, making in all 
250,000 persons whom they were planning to house all 
over the United States. At that time, they planned to 
house 5,000 women in Washington. After the signing of 
the armistice, the ninty-eight projects were reduced to 
twenty-six,—the number of women to be housed in Wash- 
ington was reduced from 5,000 to 2,000 and the groups 
were reduced to those located at the Capitol, known as 
the Capitol group, and those located at the Station, 
known as the Plaza group. These groups contain twelve 
hotels, one administration hall, one recreation hall, two 
dining rooms, an infirmary, a power house, a laundry, a 
refrigerating plant and a store house. 

I would like to digress here just for a moment and 
tell you about the interesting discussion we had over the 
names for these buildings. Some said,—‘let’s call them 
after famous men”; others said, “let’s call them after 
famous women”’; still others wanted to name them after 
the big battles in the worlds’ war, and there were others 
who wanted to name them after the famous French, 
English, and American Generals. Finally to a few of the 
women came the idea of naming them after the Presidents 
of the United States, and they suggested that we call the 
three groups, the Washington group, in front of the Sta- 
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tion, the Lincoln group in front of the Capitol and the 
Wilson group near the White House. But after some fur- 
ther discussion, those names were abandoned, and they 
said,—we will call them A, B, C, D, E, F, and so they 
are the A, B, C, D, E, and F, just as unromantic and 
every-day as that! 


Hotels For Federal Employees 


It was just at this time that I was invited into the hous- 
ing bureau to look after the housing and living conditions 
for 5,000 women whom we expected to house in Washing- 
ton. These houses were first called “dormitories,” but the 
war workers had a very strong feeling that they shouldn’t 
be called “dormitories”; they said, “we won’t move into 
dormitories!” They wanted something more homelike. 
It was suggested that they be called “Residence Halls,” 
because that was a very dignified name and it was cer- 
tainly descriptive, but the Bureau said, “No, we will 
call them hotels,’—so they are government hotels for 
government workers. I would like to say just a few 
words about the style of the hotels. They are so simple 
in line that they are often called “ugly,” but I think they 
are not ugly. They are very economical of space, and are 
planned in what the architects call the “U” shape, in 
two wings, with a roof garden connecting the wings. Our 
administration hall looks very much like Independence 
Hall in Philadelphia,—it has that same straight, simple, 
colonial line. Each house accommodates 162 women; 
there are only twenty double rooms in each hotel, or, in 
each house; the others are all single rooms. They are 
furnished simply, but artistically. They have a bed, a 
bureau, two chairs, a writing desk, a nice clothes press, 
and a real cedar utility closet. There are five social 
rooms, dining rooms, card rooms, and reception rooms for 
the entertainment of the guests,—just as nice as you 
would have in any hotel, and comfortably furnished. The 
only requirement for admission is that you are a laboring 
woman, and you must be a federal employee,—working 
for Uncle Sam. That’s the only admission card. 

Our rules are very simple. The only real rule we 
have, and that is necessary not only for the protection of 
the property, but for the safety and health of the guests, 
is that at eleven o’clock the house closes for outside guests. 
I might say to you women who have had school and col- 
lege administration problems, that the problems are just 
the same. It is just as hard for us to say “Good-bye,” at 
eleven o’clock as it is in any college or school I have ever 
known! For night watchmen we at first depended on 
seven outside patrolmen, because we were right down near 
the Capitol; but we never felt that we were able to do 
just the right thing in this respect, and these men couldn’t 
do the work in the way we wanted it done. At last, we 
introduced an innovation,x—we had twelve Watch-women 
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in our houses, and when the news came out in the papers, 
the heading was “Watchman-ettes”! but this has grown 
very popular. These watch-women are specially com- 
missioned, belong to the police force, have police power 
and wear a badge; they are from every state in the 
Union, from California to Maine and from Michigan to 
South Carolina. I suggest this may become a popular 
thing in other institutions—women watchmen. They 
patrol the corridors; if one of the guests is not well, they 
call assistance, or go to the telephone and call the nurse 
or the doctor. They are really of double service, for they 
not only protect against fire, but they are a strong con- 
tributing force to the happiness of the women. And 
right here, I might say that Major Pohl, of the police 
force, has been a perfectly splendid help to us. He has 
cooperated with me in every instance in the direction of 
what is right to be done for the good name and the good 
management of these hotels; he has helped me in very 
many ways, as have the womens’ police of the District 
under the management of Mrs. Van Winkle. 


Hotels Managed by Women 


The government of these hotels has now passed into 
the hands of the women. They have passed in succession 
under the administration of five different hotel men of 
note,—big hotel men. Each one of these made his con- 
tribution to the plan and retired. They felt they didn’t 
want it; perhaps some of them felt that it was peculiarly 
a woman’s job. The management is now in the hands of 
a staff of five women. And it is a little different from a 
hotel problem. One of these hotels is not a hotel like the 
Sinton or the Gibson,—it is not a dormitory like a dormi- 
tory at college,—it is not a boarding-house,—it is not 
a residence,—it is something that combines all of those 
things; it is something different, adapted to the needs of 
these independent business women, every one of whom goes 
out at 9 o’clock in the morning to work and comes back at 
4:30 or 5 o’clock in the afternoon, and who want an inde- 
pendent life, with an opportunity for the social life, 
together with the protection that this home can give them. 
Since we have passed into the hands of the women, the 
men who run the sight-seeing cars that go by our little 
plant, which covers fifteen acres, point in our direction 
and say, “No Man’s Land!” 


Forty-five Dollars a Month Covers Charges 


Out guests pay twenty dollars a month for their rooms, 
in which there is running water; they pay twenty-five 
dollars a month for their meals. I am not going to tell 
you about the meals, but will leave it to Miss Lindsley 
to tell you how she has met that part of the problem. 
So many of the men said to us,—‘“don’t have dining 
rooms; have cafeteries,” but President Wilson and the 
Secretary of Labor both said, “we do not want those 
women to have to wait in line for their food, to have to 
wait on the others. I said, “I am not so afraid of that 
as I am that they won’t choose the right things to eat, 
or, that they will economize on what they choose in order 
to save money, and won’t get the right things.” So, we 
have dining rooms that will feed twenty-two hundred 
people a day. 

Perhaps I should add a word about the social side and 
the social service side of the government hotels. The 
recreation hall has played a very large part in the life 
of these women; they have a course in gymnastics, in 
folk dances, in interpretive and social dancing, and they 
are very grateful to the government for this added fea- 
ture of their home life. The infirmary is giving three 
kinds of service,—the house service, where the nurses go 
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to the house or to the different hotels to care for the 
patients; the hospital service, where the patients are 
taken into the hospital, and the dispensary service. The 
latter has quite outgrown our resources, but is a most 
laudable adjunct to the hospital service. 


Rooms in Great Demand 


One of the very great problems just now is, that we 
have not nearly enough rooms to supply the demand. At 
the present moment, there are 1,400 applicants for rooms 
on our waiting list. Just one other thing and then I am 
through. People say to me, “Miss Davis, how do these 
women war workers or government employees differ from 
the guests in the ordinary hotel?” Just this way: that 
a complaint handed to me or handed to Miss Lindsley or 
handed to any one of our staff, means a great deal more 
to us than that same complaint made in the ordinary 
hotel. In a city hotel, especially if it is crowded, a com- 
plaint about room accommodations, may bring the re- 
sponse,—“if you don’t like this room, you may go to 
another hotel.” I would hesitate to make a complaint like 
that in Cincinnati just now, even if I felt it was justified, 
because I would be afraid they would take my room away 
from me. These government hotels came into existence 
because these war workers needed them; they would never 
have been built but for the need of these people. Then 
again, the government needed the women war workers. 
And these hotels have been built on government land with 
public money, and these women war workers have the 
feeling that it is their own government,— their own enter- 
prise, in which they are at least part owners. They will 
come to us, if they don’t like a meal and say,—‘what are 
you doing with the $45.00 that I am giving you,—where 
does that money go,—is it going into the pockets of some 
individual here’? You wouldn’t think of saying that to 
a hotel. But they know and realize that our business is 
to serve them, to give them what they want, what they 


ought to have. 


THE DIETITIAN IN THE PUBLIC HEALTH 
SERVICE 
By WILLIAM H. WALSH, M.D., United States 
Service, Washington, D. C. 

While the title of this paper would indicate the broad 
consideration of this subject in a general way, it is in- 
tended to confine the following brief remarks to the spe- 
cific progress made by the United States Public Health 
Service in according the widest recognition to the place of 
the dietitian, not only as a hospital functionary, but in 
the wider field of its manifold activities. 

Prior to the enactment of Act No. 326 authorizing the 
Secretary of the Treasury to provide hospital and sana- 
torium facilities for discharged sick and disabled soldiers, 
sailors and marines, the necessity for trained dietitians in 
the Marine hospitals was not so keenly felt, although many 
attempts had been made in past years to add to these 
hospitals every facility necessary to a modern hospital. 
It might further be added that very few Marine hospitals 
have had the benefit of trained female nurses, although a 
number of them were assigned to certain hospitals prior 
to the war. 

The hospitals under the control of the Public Health 
Service, which is a bureau of the Treasury Department, 
are known as Marine hospitals (intended for the care and 
treatment of merchant marines and located at sea or river 
ports), and Public Health Service hospitals (scattered over 
the country and organized to meet the demands of the 
War Risk Insurance claimants). 

From the outset, the plans of the bureau contemplated 
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the establishment of up-to-date hospitals with every 
facility for the adequate and efficient care and treatment 
of sick and wounded soldiers and sailors, and it may be 
said that no deviation has been made from this policy in 
spite of the almost insurmountable difficulties met and 
the necessity for hurried preparations. The Public Health 
Service was obliged to complete preparations within a few 
months for an unprecedented number of patients suffering 
from every disease and disability, both mental and physi- 
cal, known to medical science. The selection of the per- 
sonnel for these institutions alone was an enormous prob- 
lem, since the army had not released the most desirable 
medical men and other sources of supply were about ex- 
hausted. The same condition existed regarding dietitians 
and nurses, so that in many instances hospitals had to be 
opened before the staff was complete and the full comple- 
ment added as fast as suitable persons could be obtained. 

As very few qualified dietetians were available, the 
bureau naturally turned to the American Red Cross, which, 
through the able assistance of Miss Elva A. George, has 
met our needs in a most satisfactory manner. A few of 
the early arrivals at our hospitals, having been accustomed 
to prompt recognition and complete understanding as to 
their function, were disappointed, and some were quite dis- 
heartened because of the lack of enthusiasm over dietetics 
by those who were giving their best efforts to many other 
weighty problems. As soon as the bureau realized that 
there existed at some hospitals a misunderstanding as to 
the status and duties of the dietitians a circular letter 
was drafted and copies sent to every hospital under bureau 
control. As a basis for this letter the one used by the 
Surgeon-General of the Army was used, and after certain 
modifications by the writer and suggestions by Miss 
George it was approved by Surgeon-General Blue and has 
become a part of the regulations of the Public Health 
Service. The following is a copy of circular letter No. 
173: 

“The appointment of dietitians to the hospitals of this 
bureau makes it necessary to formulate a general state- 
ment defining the dietitian’s place and duties. While it is 
realized that such a general outline will require some 
modification by medical officers, it is intended that the 
principles involved shall not be radically modified without 
authority. 

“The value of the dietitian to the hospital is largely 
determined by the degree to which cooperative relations 
are established. Conferences at regular intervals, in 
which the Medical Officer in Charge meets with the head 
dietitian, chief nurse, and mess supply officer, or other co- 
ordinating officials, are recommended. 


RELATION OF DIETITIAN TO HOSPITAL STAFF 


“The dietitian is responsible, so far as her professional 
work is concerned, to the officer in charge of the hospital. 
She is expected to work in coordination with such other 
officials, including the chief nurse, as may be designated 
by the officer in charge. The efficiency of the dietitian’s 
services will be determined from reports of ward surgeons 
who are directly responsible for the prescribing of diets. 
The chief nurse will also render a monthly statement of 
the efficiency of the service of foods. The dietitian has 
social status equal to that of the chief nurse, but subject 
at all times to such regulations and restrictions as may 
be in force governing all nurses in the service of the 
hospital. 

STATUS 


“The dietitian is a civil scientific employe of the bureau, 
and is not to be placed on the same basis with cooks and 
maids. To do so is an injustice to her and a disadvantage 
to the hospital. When two or more dietitians are em- 
ployed at a station, one shall be designated as head dieti- 
tian, and upon recommendation may be granted $5 per 
month additional pay. 

DUTIES 


Of the Head Dietitian: Reports to the chief nurse or 


ward surgeon deficiencies of service found in wards, in 
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order that these may be corrected through proper chan- 
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nels. Reports deficiencies of preparation and _ service 
found in the mess hall and kitchen to the Medical Officer 
in charge, or such other official as may be designated by 
him. Inspects serving of food in all wards and is re- 
sponsible for its preparation and service. Has general 
charge of all diet kitchens and assigns the work of her 
assistants. Is responsible for the planning of all patients’ 
menus, but confers with mess or purchasing officer con- 
cerning market conditions before approving menus. 

Of the Dietitians: Have immediate supervision of the 
preparation of food in the general patients’ mess, sick 
officers’ mess, and nurses’ mess (if desired by the Medical 
Officer in charge). They also have charge of the filling of 
the food carriers. Have immediate supervision of gen- 
eral and ward diet kitchens. Plan menus for approval of 
head dietitian or in conference with mess or purchasing 
officer in the absence of a head dietitian. Have direct re- 
sponsibility for the preparation of diets and should be 
provided with sufficient help to relieve them of the details 
of this work. Visit wards to confer with ward surgeons, 
nurses, and, when necessity demands, with patients re- 
garding special diets. 

EQUIPMENT 

“The head dietitian should have an office provided with 
a desk and such other.equipment as may be deemed neces- 
sary, the office to be located in close proximity to the mess 
department of diet kitchen.” 

Now that the dietitian has become an integral part of 
the Public Health Service, the scope of her functions will 
be gradually enlarged so as to cover not only the admin- 
istration of hospital dietetic departments, but also in- 
vestigational and educational activities in the field. 

The Scientific Division of the Public Health Service, 
engaged in vast epidemiological studies and in the in- 
vestigation of pellagra and other nutritional disorders 
prevalent in certain communities, will require the services 
of nutritional experts. The same type of experts will 
undoubtedly be utilized in the contemplated program for 
infant and child welfare work. In those fields scientifically 
trained women have their distinct place beside the medical 
experts who have already gone into the work. While the 
medical experts can diagnose disease and direct remedial 
measures, the follow-up and practical execution of the 
dietetic measures indicated in remedial disorders can best 
be executed by women trained in nutrition in cooperation 
with the interested women of the community. They are 
splendidly equipped to impart instruction in the elements 
of nutrition and meal planning to women and children, 
educate mothers in the principles of infant feeding, and in 
general conduct an educational campaign in these matters 
so vital to the health and well-being of the community. 
They will, for instance, stimulate an interest in the health 
of children by tabulating increases in weight and give 
detailed directions for checking improper feeding. 

Nutritional experts selected for field work will eventu- 
ally be recruited from the service hospitals and will be 
expected to possess an extensive knowledge of diet in 
health and disease, so that they may be able to carry out 
intelligently the medical expert’s recommendations. Dieti- 
tians assigned to this work will be expected to have had, 
in addition to training in household science, institutional 
administration and dietetics, adequate instruction in chem- 
istry with special reference to foods, biology, economics, 
and psychology as applied to handling employees and the 
sick. 

In her hospital work the Public Health Service dietitian 
may, and should be, called upon to extend the scope of 
her duties beyond the executive work of her office. She 
should be prepared and qualified to give such practical 
demonstration of her art as may be necessary in the edu- 
cation of cooks, nurses, and all others of the hospital 
family concerned in the service of food. 

From the foregoing it will be observed that there is a 
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wide field for usefulness opening up before the conscien- 
tious and ambitious dietitian, and the future opportuni- 
ties that may be offered to this useful and highly neces- 
sary professional group, as far as the United States Pub- 
lic Health Service is concerned, will depend in a large 
measure upon the faithfulness and thoroughness with 
which they handle the minor problems confronting them 
during this transitional period. 





NEWS ITEMS 


The New York Branch of the Nursing League of Edu- 
cation held its May meeting in conjunction with the New 
York Association of Dietitians at the Bellevue Training 
School for Nurses. Miss Carolyn Grey, president of the 
Nursing League, was in the chair. It was a meeting that 
had been long looked forward to, by both groups, as a 
means of furthering better cooperation between the two 
bodies. The program read: 


1. Suggestive Methods of Improving the Teaching of Dietetics to Nurses 
Eleanor Wells, Social Service Dietitian, Postgraduate Hospital 
2. Cafeteria Service for Nurses vs. Waitress Service 
Vera Howard, Dietitian, Bellevue Hospital 
8. The Relation of the Dietitian to the Training School 
Miss Gilson, Dietitian Pennsylvania Hospital, Philadelphia — 
Miss Cadman, President of the New York State League of Nursing 
Education and Superintendent of Manhattan Maternity Hospital 


The consensus of opinion regarding the feeding of the 
nurses was that cafeteria service was the solution, but 
that “nobody liked it.” Under present conditions, with 
the great lack of help, the cafeteria has been welcomed 
as a means of getting food hot, and quickly. But all 
are looking forward to the time when tired nurses may sit 
down and be waited on. Be it said that the Bellevue 
Training School has a most efficient and well equipped 
cafeteria. 

Miss Cadman spoke in reminiscence of diet instruction 
in her student days, and contrasted it with the instruc- 
tion of dietetics of today. Associations with these classes 
consisted of a street car ride to the Y. W. C. A., a rushing 
through the preparation of dainties, that one might have 
time to eat the delicacy before the hour was up. Then a 
hurried return trip on the street car to the hospital. The 
strides that have been made in dietetics since that time, 
bid fair for the strides which must be made in the 
future. 

Miss Cadman felt that the dietitian who did the buying 
in the hospital should be recognized as an administrative 
factor, and be responsible to her superintendent and hos- 
pital. Under other circumstances, she felt that the super- 
intendent of nurses should claim her as a member of her 
staff. 

Miss Graves, president of the National Dietetic Asso- 
ciation, was unexpectedly able to be present, and dis- 
cussed new features of progress in the National Associa- 
tion. 

A humorous and clear application of the present situa- 
tion between the two professions closed the evening. A 
professor and his wife were sitting at their window, 
listening to the Cathedral choir across the street. A 
cricket was chirping under the window, and the professor, 
a specialist on crickets, was listening intently to the little 
tune. Just as a particularly beautiful strain of music 
came floating from the Cathedral, the wife exclaimed, 
“Oh, John, isn’t that beautiful!” And the professor, with 


his ear to the cricket replied, “Yes, and the most interest- 
ing thing is, that they do it all with their hind legs!” 
It was urged that both professions should hear the strains 
of the choir, as well das the chirping of the cricket. 

Miss Katherine Hood has been appointed housekeeper 
at Lakeside Hospital, Cleveland, to fill the vacancy made 
by the resignation of Mrs. Oxley. Mrs. Oxley has held 
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this position for a number of years; at one time Miss 
Hood was her assistant. 

Miss Sate Harriss who was head dietitian at Massa- 
chusetts General Hospital, Boston, is taking a six months 
rest. Miss May Foley, one of the assistant dietitians in 
the department, will succeed Miss Harriss. 

Miss Ruth Dunham resigned her position as dietitian 
at Clifton Springs Sanitarium, Clifton Springs, N. Y., 
in order to assume jurisdiction over her own kitchen. 
Miss Dunham is to be married early in the summer. 

Miss Inez Griffin, formerly dietitian at the Children’s 
Homeopathic Hospital, Philadelphia, is now in charge of 
the dietary department of Hahnemann Hospital, Scran- 
ton, Pa. 

New equipment has recently been placed in the kitchen 
of Blessing Hospital, Quincy, IIl., and other improvements 
made. Miss Lulu Winans supervised this work before re- 
signing her position of dietitian. Miss Winans attended 
the reunion of her class at Wisconsin and is resting for 
a few months before assuming the responsibility of 
another position. 

A conference on Group Living was held at the Lake 
Placid Club in New York, May 27-31. The organizations 
invited to take part in this conference were: institution 
section of American Home Economics Association, Ameri- 
can Dietetic Association, economic secretaries of Y. W. 
C. A., and faculties of institution administration courses 
given in thirty-four colleges. The object, as stated in the 
invitation, was “To unify results, avoid duplication of 
work, and broaden the scope of future research. It is not 
designed to take the place of various sectional meetings 
held in different parts of the country.” 

We shall mention only those papers that bear more 
directly upon dietetics, and it will be impossible in the 
space available to discuss them as they merit. 

The Thursday morning session was given over to Diet 
and Food Service. When Margaret Proctor, economic 
secretary of the Y. W. C. A., New York, finished talking, 
we felt that no one else could in one hour so completely 
cover a subject, giving such a number of details which 
were applicable in any place and under any conditions, as 
she gave from her knowledge of cafeterias; but when 
Mr. John Kelley, buyer for Arthur Dorr Markets, Boston, 
Mass., talked of the economic aspects of buying meat, 
we decided we had learned equally as much about his 
subject. 

The Dietary Department Administration in hospitals 
of United States, the Social Service Dietitian, and Con- 
structive Work for Dietitians were discussed by E. M. 
Geraghty, Bertha Wood, and Lulu Graves. 

Much has been said about training of home economics 
women for business positions, but Roland White, Colonnade 
Food Company, Cleveland, convinced us that they were 
actually doing it. The ideas and ideals about which we 
are all talking are being put into practice by this com- 
pany. 

In the absence of Dr. McCollum, the report of the sur- 
vey made by the Nutrition Committee of the National 
Research Council was given by Dr. Ruth Wheeler, Goucher 
College, Baltimore. This report is of interest to every 
dietitian and hospital superintendent in the country. We 
hope to publish this, as well as some of the other papers, 
in the near future. 

We were made to feel that Cooperation and Cost of Liv- 
ing was a real personal issue when presented by Dr. Royal 
Meeker, chief statistician, Department of Labor, Bureau 
of Industrial Research, Washington, and that we were 
getting an unprejudiced report of the real situation from 
one who was thoroughly familiar with it. 
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JOINT INDUSTRIAL RELATIONS PLAN FOR 
SMALL INDUSTRIES 


By BERNARD J. NEWMAN, Sanitarian (R) U. S. Public Health 
Service 

Wherever industrial relations work is established on a 
scientific basis, the aim is primarily to assist in increas- 
ing production and in lowering production costs. The 
approach is through the human element in manufacturing. 
The place of the production and sales departments is 
recognized, but the plant problem is analyzed as more 
than one of the raw materials used and the speed of the 
machines, more than the “talking points” of the finished 
output and the sales ability of the men on the road; it is 
intrinsically the will to work and the productive capacity 
of the men on the job. 

Modern machinery, engineering technique, sales acumen, 
and managerial ability fall down before the mood of the 
plant employees if it is antagonistic or apathetic. This is 
the basic cause for “soldiering,” for “sabotage,” and for 
all those inhibitions on production associated with evi- 
dences of industrial inertia, either unavoidably manifested 
or deliberately determined upon, by the workers. Indus- 
trial relations work, therefore, scientifically determined, 
rests on the unassailable ground that industrial good will 
is an asset not only in establishing and maintaining right 
relations between the employer and the employee, but in 
furnishing the impetus to give an output return of equiva- 
lent value to the wages received. 

But industrial relations work has not been carried on 
according to scientific principles in the majority of plants 
where it has been installed. Being a problem of the 
physical ability, the mental aptitude and attitude of the 
worker, it calls for the skilled planning and direction of 
specialists who not only know machinery, industrial pro- 
cesses, and cost production factors, but who also know the 
psychology of workingmen and the physiological effects 
of working conditions in so far as they restrict or enhance 
the productive capacity of such workingmen. A wide 
contact with industrial managers has convinced the writer 
that the average manufacturer thinks of industrial rela- 
tions in terms of the cost of operation, and not in terms 
of the profits from such operation. This may be due 
primarily to the fact that cost accountancy in industrial 
production is yet in its infancy; results are reckoned by 
drawing conclusions which should only be arrived at by 
statistical procedure and with statistical accuracy based 
upon the general impression of the plant manager, super- 
intendent, and foreman. 

The fact stands that industrial relations work aims 
directly to eliminate in plant production, wastes which 
arise from the inability of the worker to utilize his 
time and machine for 100 per cent production, an inability 
due either to mental limitations or physical weakness, 
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or to a hostile attitude which invites the worker to place, 
voluntarily, a limitation on his output. 


Industrial Relations Defined 


Industrial relations work, therefore, may be defined as 
that part of plant management which is concerned with 
tasks of selecting, placing, and retaining workers who are 
qualified mentally and physically for the occupations es- 
sential to the processes of manufacture. It includes not 
only the selection and placement but the retention, de- 
velopment, and maintenance of such workers to their 
highest earning capacity, and calls for a program which 
includes labor administration, medical and surgical relief, 
accident prevention and compensation, industrial and 
community hygiene, and other features sometimes asso- 
ciated with factory welfare work. It does not include 
those phases of factory welfare work that are of a pa- 
ternalistic, and hence unbusiness-like character. The 
money spent on installing an industrial relations program 
is a business investment and not a philanthropic gift. It 
is neither justified nor condemned by the appreciation, or 
lack of appreciation, of the workers. It will benefit the 
workers, make working more pleasant; it will give em- 
ployees a more wholesome outlook upon life, and to this 
extent it is for their welfare; but its justification is not 
primarily in such attainments. Rather is its justification 
measured by the fact that it pays in dividends often far 
beyond the returns that accompany the expenditure of 
like sums in any other form of plant promotion work. 


Labor Unrest and Causative Factors 


To appreciate the truth of the foregoing assertions, 
and to lay the foundation for an acceptable industrial 
relations program, it may be necessary to recall that the 
necessity for and the feasilibility of any program, as well 
as the form which it takes, is dependent upon the problem 
to be met. Good technique would suggest an analysis of 
the causes for a departure in accepted procedure and the 
foundation of a program upon the results thus obtained. 
In addition to thenormal social development which led 
such men as Robert Owen to experiment with industrial 
betterment projects for the establishment of cordial rela- 
tionships between capital and labor, there has come an 
extraordinary impetus to a new industrial alignment 
which has disturbed both employer and employee. 

It is a truism to state that labor relations today are 
disturbed. Labor is abnormally sensitive. It seems ready 
to fly off at a tangent when its own interests should 
dictate straight travel. So also is capital uneasy. It 
imagines worse conditions threatening than could possibly 
arise in the United States. It pictures labor in the ab- 
stract and conjures predicaments- which only tend to 
widen the breach which seems to have risen between these 
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natural partners in productive enterprises. Industrial 
unrest is prevalent. A “hair-trigger” attitude among 
some industrial leaders in both the employer and the em- 
ployee groups is apparent. Social and industrial unrest 
are present with more pronounced manifestations than 
is good for the nation. They are not wholly unnatural. 
This country, in common with all other countries, is still 
under the nervous tension of the late war. Large numbers 
of American families were under a heavy strain. Food 
supplies for many were insufficient in nutriment. The 
reaction is natural and always follows similar experiences. 
Coupled with this is the present strain of the abnormal 
living costs. It matters little whether there is or is not 
an economic cycle intensifying this strain caused by the 
absence of a reconstruction policy. Unprecedented prices 
for necessities suggest unprecedented wages wherewith 
to meet such prices. The chase is an unequal one, giving 
the unscrupulous unfair advantages which stir up wide- 
spread unrest. It is natural that such unrest should make 
itself manifest in industry and among industrial workers. 

Such unrest might easily be stabilized were it not for 
the unconscious contribution which industry itself is mak- 
ing to perpetuate it. In the first place the war has cur- 
tailed immigration. Emigration equals, and so far as the 
working population is concerned, exceeds immigration. 
The cessation for so many years of the inflow of cheap 
labor, has forced a competition among the employers for 
workers. This labor shortage, variously estimated as 
approximately 10 per cent of the working force of the 
nation, has encouraged, without so much as a gentlemen’s 
agreement among manufacturers to prevent the competi- 
tive offering of inducements to workers by competing 
plants. Jumping the job for something a little better 
always stimulates a high and costly labor turnover. How 
high and how costly, apparently few plant managers and 
still fewer plant owners seem to realize. The result of 
this combination of causes, viz.: decreased immigration, 
labor shortage, and the competition between plants for 
a labor supply, has been to intensify unrest. 

There is still another factor that has had a strong in- 
fluence in creating and helping to maintain the present 
situation. The war has emphasized the rights of the 
small nations to self-determination. The idea back of this 
slogan is that the weaker peoples, simply because they are 
weaker, should not be denied a voice in the control of their 
own destinies. All political shibboleths sooner or later 
come to be translated into current thought and are applied 
to the practices of everyday living. What more natural 
than that they should be applied to the industrial field 
and become the impetus for the propaganda of the so-called 
industrial democracy. The practice inaugurated by cer- 
tain manufacturers of establishing in their plants shop 
committees empowered with varying degrees of control 
over, or voice in, shop management projects, has not 
helped in the direction or control of this movement. The 
publicity attendant upon the successful inauguration of 
many such schemes, has led to the belief that they can 
be applied to all industries and under any or all conditions 
of employment. The reaction from such installations has 
been quite unexpected. Unions have seen in the rise of 
local representation in the government of the plant, a 
subtile attack upon themselves, and have made common 
cause against such representation. Labor unionism being 
mined from within by her prophets of unrest, feeling 
sensitive because of the nervous tension prevalent among 
all classes, conscious of a power hitherto not experienced, 
gained through competition among employers for her 
brawn and brain, governed by the philosophy that re- 
stricted production means a demand for more producers, 
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suspicious of organizations that are not of her own crea- 
tion, is failing to contribute her fair share of the world’s 
needed goods. 

Because of the industrial instability thus induced, cer- 
tain far-sighted employers see the need for and the wis- 
dom of the maintenance of a better industrial relations 
program. Such men see that production is intimately 
dependent upon the type of men employed, their length 
of service, and the interest they put into their work. They 
see that by harmonious industrial relations, production 
costs can be materially reduced; that the average worker, 
if his confidence is won, is an efficiency engineer on the 
job; and that upon the application of correct principles 
of labor administration without the sacrifice of manage- 
ment rights, employees will work with and not against 
their employers. 

But these causes have not alone conspired to produce 
all the phases of such an industrial relations program. 
Certain features, such as accident prevention, have been 
instituted largely because workman’s compensation laws 
penalize a failure to reduce accidents, and reward, by 
lowed rates, efforts to institute and maintain safety con- 
ditions. Other features have been introduced because they 
have demonstrated their own commercial value. They 
have sold themselves because they have contributed to 
increased output, and established a better understanding 
with labor. The scientific fact back of them is that a 
healthy body, an intelligent brain, and a cooperative spirit 
do help to manufacture a greater quantity of goods and 
of a better quality than a sub-normal body, brain, or 
spirit can possibly produce. 

In these days when labor unrest demands serious con- 
sideration, the foresighted employer will want to conserve 
productive energy by treating his plant problems by con- 
structive methods. That management which cuts produc- 
tion costs by means of improved working conditions and 
selected employment, and that eliminates plant unrest 
through efficient labor administration, firmly entrenches 
itself, other things being equal, against profit-consuming 
competition. 


Plant Losses Due to Inattention to Human Relations 


It has been the writer’s privilege during the past three 
years to participate directly in, or to plan and supervise 
the researches in approximately 300 industrial establish- 
ments manufacturing varied products. The object of each 
study was to ascertain working conditions, to note their 
effect on the efficiency of the workers, and to determine 
programs for the elimination of such conditions as were 
found to be exerting a deleterious influence. As a result 
certain interesting cost factors not appreciated by plant 
managers until their consequences were pointed out to 
them, were uncovered. These may be expressed in terms 
well enough known but the full significance of which is 
seldom understood, such as turnover, absenteeism, sick- 
ness, fatigue, and unemployment within employment, the 
latter including many items of waste. Every item denotes 
a production loss. 

Turnover—In the various plants studied, great diversity 
in turnover records was found; the extremes running from 
30 per cent and 40 per cent to over 400 per cent. In some 
departmental records, the extremes ran from none to over 
1,100 per cent. The cost of hiring, training, and firing 
or losing an employee has been variously estimated as 
ranging from $15.00 to $300.00 each. Manifestly it is 
impossible to tell just how great the loss is without know- 
ing the skill required in the job. Where special tasks are 
performed that require, for example, skilled technique 
plus a knowledge of the construction and expansion of 
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metals, as in die making, the task of getting a new hand 
and breaking him in is more costly than where the job 
is a pick-and-shovel one. It would be a mistake, how- 
ever, to regard the common laborer as an insignificant 
factor in employment costs. If time has little value and 
interruptions in work can be discounted as relatively un- 
important, then the overhead loss is realtively insignif- 
icant. But when the individual day laborer is multiplied 
by a dozen or more, the small items of cost are also multi- 
plied until they become an appreciable sum worth saving. 
Where the employee is semi-skilled and his production is 
needed in order to keep other workers busy, then changes 
in workers cause delays or increase spoilage that must 
be met either by keeping a supply of emergency workers on 
hand, or by running contracts over longer periods in order 
to allow for such emergencies. In either case there is a 
wholly unnecessary cost. Turnover has many causes, but 
the impressive fact that has stood out in the vast majority 
of cases investigated is that many plants do not know 
what their turnover is, and have not thought of it in terms 
of a needless waste. It is almost wholly a preventable 
loss which yields to scientific treatment through a well 
determined industrial relations program. 

Absenteeism—The dearth of records showing turnover 
in the plants studied, is matched by a like dearth of in- 
formation relative to absenteeism. It is true that time 
clocks and time sheets are attendance records. But little 
effort has been made to transcribe their story and to 
interpret it in terms of the effect of absenteeism upon the 
output. Of course absenteeism may be discounted by 
always having more employees on the pay rolls than 
would be needed if 100 per cent attendance were available 
at anyone time. Some plants were found where it was 
taken for granted that the absentee rate would be from 
5 per cent to 10 per cent or more. From the time clock 
records of five typical plants the following information 
was taken: 


Plant No. I Absenteeism 7,680 days per year per 
1,000 employees. 
Plant No. II Absenteeism 10,450 days per year per 


1,000 employees. 
Plant No. III 
1,000 employees. 


Absenteeism 19,310 days per year per 


Plant No. IV. Absenteeism 30,600 days per year per 
1,000 employees. 
Plant No. V Absenteeism 31,860 days per year per 


1,000 employees. 

These losses equal the full time production of 25.6, 35, 
64, 102 and 106 men respectively per every 1,000 men em- 
ployed per day for an entire year. This is a factor that 
mounts into a loss of considerable proportions when the 
cost of unemployment within employment is also satis- 
factorily measured. 

Absenteeism may be due to several causes chief among 
which may be indifference on part of the worker, or in- 
difference on part of the management. It may be due to 
sickness, or accident, or personal reasons. It is seen to 
be costly when its drain is measured in terms of lost time, 
waste materials, unnecessary employees, or slowed-up pro- 
duction because of less skilled substitutes. Absenteeism 
yields to scientific and economic treatment. 

Sickness and Accidents—Only little attention need be 
called here to the losses possible through accidents. In- 


juries, the conditions that cause them, and the absence of 
a program to prevent them, are always a debit account 
on the books of the plant. Injuries which occur even in 
the plants that have accident prevention work are ex- 
pensive, if there are no provisions for quick treatment 
of least of the lesser abrasions. 


A-rise in accident sev- 
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erity rates frequently coincides with a decrease in sur- 
gical care. 

Under ordinary conditions a large percentage of plant 
absenteeism is due to sickness. It is undoubtedly true 
that an appreciable percentage of plant accidents is due 
to sickness also. The medical and surgical relief room of 
a plant employing 9,000 workers averaged, for the period 
of one survey, over 100 treatments a day for physical ail- 
ments varying from lascerated fingers and skin abrasions, 
to occupational dermatoses, headaches due to fatigue, 
cramps from occupational poisons, and a wide variety of 
common ailments which do not make workers so ill as to 
be incapacitated wholly from work, but have a tendency 
to decrease their efficiency from 10 to 50 per cent accord- 
ing to their dispositions and disabilities. Two industries 
situated in the same neighborhood went through the in- 
fluenza epidemic. One had an absentee frequency rate of 
8 per cent of its employees; the other had a frequency 
rate of 25 per cent. The only difference between the 
plants was that one had a medical and surgical relief 
office functioning, and the other did not. Industry today, 
taking the country as a whole, has an annual loss of work- 
ing force from sickness incapacitation alone that is equiv- 
alent to the full time production for one year of approxi- 
imately 1,000,000 workers. The loss per individual plant 
varies according to working conditions and the program 
adopted to eliminate health hazards, as well as to the 
facilities provided to give early diagnosis and to suggest 
or give early treatment for disabilities incurred or experi- 
enced within the plant. According to Warren and Syden- 
stricker this loss approximates the daily output of 23 men 
per 1,000 workers per year. A plant program for the 
reduction of such cases, and the attendant increase of 
production from the more efficient workers has been 
worked out, tried out, and proven successful. 

Fatigue—Manufacturers have not counted the losses 
arising from industrial fatigue. In fact until recently 
very little work has been done in this field. The over-use 
of certain muscles in certain processes has made men so 
tired that the last hours of the long overtime shift have 
been productive of little good. Long night hours also 
have yielded little, if any, results after the eleventh hour 
has been reached. Continuous standing, heavy lifting, 
cramped working positions, all without rest periods for 
relief, reduce productive ability. A physiological reaction 
stands in the way of production, when the processes in- 
volve the creation of more waste in the muscles than the 
blood and lymph can remove. There is an inhibition of 
action, two often miscalled by unenlightened foremen 
“soldering,” which prevents normal output. Taylor in his 
efficiency studies learned this without seemingly uncover- 
ing the physical basis of his discovery. He learned that 
work and rest and work again increased output. That 
is, by lessening fatigue, production increased. It is 
alleged that there are few plants in the country where 
fatiguing processes are carried on, that the average loss 
of time because of such does not equal at least 20 minutes 
per day per worker. The average plant according to this 
estimate loses daily the full time service of practically 34 
men per 1,000 employed. Fatigue losses are real, can be 
measured and can be eliminated under the right program. 

Plant Esprit de Corps.—In this brief resumé of the 
cost factors amenable to reduction or elimination through 
a carefully determined program, an important sphere of 
saving is via those features that establish good will. Good 
will is as much of an asset in labor relations as in sales 
relations or in financing. It cannot be bought by high 
wages only. It cannot be coaxed by welfare work. It 
can be won by equitable relations and at a cost below the 
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profits from the increased output. It calls for a program 
based on the psychology of incentive and the physiology 
of fatigue. It is a strong foundation for credit for the 
manufacturer who needs banking aid for the development 
of his business. To secure it is purely an administrative 
proposition. It can be obtained by any plant; and it pays. 

Although recognizing other factors as involved in salvag- 
ing production losses, such as the proper planning and 
routing of work, the arrangement and efficient manage- 
ment of departments, the handling and transforming of 
work and materials, the use of power and tools, the ex- 
perienced analyst of industrial policies and practices, 
knows that the foregoing losses due to turnover absentee- 
ism, sickness, accidents, and fatigue, are wastefully ex- 
travagant because almost wholly unnecessary. They are 
certain to yield to construction programs for their cor- 
rection. These losses are cited simply to indicate the 
fields where plant waste is usually unnoticed and where 
plant savings may be most easily garnered. 


Some Phases of An Industrial Relations Program 


Detailed Program Not Advisable Here——Manifestly it 
would be unwise to attempt to outline here the various 
steps in a plant program for improving industrial rela- 
tions. There are so many factors in plant management 
that differ, that what would be essential to one establish- 
ment might be wholly unnecessary to another. Race dif- 
ferences among the workmen, differences in mentality, 
differences in the resources for cultural development and 
for recreational activity in different localities, types of 
industrial activities, seasonable labor, the worker’s affilia- 
tion with labor unions, and the attitude of the latter, to- 
gether with a score of other varients make the determina- 
tion of a ready-made program suitable for any plant 
chimerical. 

On the other hand, the program for each plant grows 
out of self analysis. Thus, for example, if a plant man- 
ager does not know what his losses are through the fore- 
going channels, it is the part of wisdom, for it is good 
business, for him to find out. If he finds his plant labor 
turnover, sickness, accidents, fatigue, or absenteeism are 
high, or if his employees seem unwilling to make common 
cause with him in increasing production, it is the quintes- 
sence of good management to analyze his administrative 
program. Somewhere there are kinks which need to be 
straightened out. His search may lead him into four or 
five fields where, if he uncovers the weakness of his 
organization and initiates a program accordingly, produc- 
tion losses may be changed into profits. 

Labor Administration.—The first field to attract his 
attention, because it is where personal contacts are made 
and supervision is more closely maintained, is in his labor 
administration technique. Is there, for example, a cen- 
tral employment department with a personal manager? 
Is hiring and placement of workers done on the basis of 
job analysis as well as on training and experience? How 
are workers broken in? Is there training for promotion? 
Are foremen taught the fundamental principles of labor 
management? Who “fires?” Is there a system to 
receive and care for grievances? Is employment regu- 
larized? What plan is followed to develop a better under- 
standing of the management among the workers? If there 
are many foreigners with racial antipathies, what is being 
done to Americanize them? Employees are made loyal 
where self-interests are at stake. What is the program 


to utilize the psychology of self-interest? Are there thrift 
plans, benefit insurance, pensions, or other monetary 
methods to hold men? What has been done for their hous- 
ing? A house famine is a stimulus to turnover and sick- 
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ness. Is there a building plan or a sales plan which will 
help here and not interfere with funds needed for plant 
operation? These are some phases of labor administra- 
tion feasible for small plants as well as large. Small 
plants may not be able to afford the trained personal 
manager but they can arrange for a consulting and super- 
vising service at relatively small cost capable of coordinat- 
ing all phases of plant personnel programs on the sole 
basis of plant needs. 

Medical and Surgical Relief Department.—An exhaus- 
tive analysis of labor management would, of course, in- 
volve many more phases than those enumerated. But the 
foregoing are sufficient to indicate the need and the un- 
satisfactory way it is being met. In the field of olant 
medicine and surgery, which is an integral part of plant 
management, there is need for a well organized work, not 
only for the care of the injured and the sick, but for co- 
operation in placing men in jobs for which they are 
physically and mentally fitted, as well as qualified by ex- 
perience; misplaced men means early quitting, as well as 
delayed production and often spoiled output. Moreover, 
such a health department, if it is functioning properly, 
builds up workers who are below par physically, hence 
increases their output. Here plant self-analysis wants 
to know whether the medical and surgical relief depart- 
ment is alive to the possibilities of its task, or whether 
it is just a “finger wrapping,” first aid relief room? Is 
it willing, but incompletely equipped and poorly housed to 
do its work? Such a department should stimulate pro- 
duction and not just care for compensation cases. Has 
it a full time industrial physician? Does he keep an 
analyse records? Does he know plant hazards that cause 
unnecessary accidents, sickness, or absenteeism? Does 
he know the effects of poor ventilation, of fumes, dust, 
gases, bad lighting, and fatigue? Is he alert to reduce 
these handicaps to production? Does he cooperate with 
the personal manager, safety engineer, production man- 
ager, plant foreman? Undoubtedly he is conscientious. 
Is that enough to meet trade competition? Would a pro- 
gram for the prevention of accidents and sickness help 
here? It has helped many similar departments to save 
double the cost of their operation. 

Safety Department——As has been stated previously, 
plant safety work has sold itself to industry. Compensa- 
tion insurance rates fall when an efficient safety organ- 
ization is functioning. The plant manager should measure 
his safety program by the results he gets not in the num- 
ber of treatments given but in the decrease in accidents 
occurring, and in the decrease in treatments for such 
accidents. It is true that safety appliances do reduce 
accident severity and safety practices reduce accident 
frequency. To get either result calls for the leaderhip 
of technically trained men who know how to organize men 
for safe practices. Stereotyped programs now so often 
followed, are wasteful. Safety should be organized not 
only according to plant working conditions but according 
to nationalities and racial similarities and antipathies. 
In any plant self-analysis, one of the first questions about 
the safety work is, how is such safety work organized and 
how is it functioning? What records are kept? What 
use is made of them? Are they camouflaged or do they 
depict actual conditions and results? Is the safety work 
denied the support necessary for performing a real service, 
or is it an aid to production? Good safety promotion aids 
plant morale. An analysis of the efficiency of the safety 
department, and the adequate financing of it so as to per- 
mit it to function 100 per cent, may save more than the 
cost of operating the department. 

Service Welfare Department.—The essence of good will 
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is mutual confidence. It is founded on sincerity of pur- 
pose, mutual self respect, and demonstrated freedom from 
ulterior motives. The nearest approach to such a working 
state is found within the small establishments where the 
owner can call each man by his first name, can ask him 
about his wife and children, and show a personal interest 
in his welfare. Big industrial establishments get away 
from such personal contacts. Organization has left this 
factor out. But human nature is the same whether it 
is found in the small plant or in the large establishment. 
To be a “number” does not incite loyalty nor does it win 
personal interest in the work assigned. Moreover unrest 
is often the product of brooding when the mind is empty 
of pleasureable plans either for self-advancement or for 
recreation. Service welfare work takes the worker as a 
normal being and helps to organize his natural desires 
and impulses for recreation, wholesome working and living 
conditions, financial advancement, and promotion opportu- 
nities. To whom does the plant management look for the 
development of these factors in industrial contentment? 
Are they unorganized A plant baseball team, bowling 
team, track team, a dance hall and periodic dances, Amer- 
icanization classes, and like activities are most wholesome 
sedatives for the unnatural broodings and antagonisms 
fostered by agitators who thrive best where they can 
plant thoughts of destruction in ground left fallow of 
more wholesome seed. Service welfare work that gives 
organized direction to the natural desires for constructive 
action, and that is based on the knowledge of crowd psy- 
chology, is not objectionable to the worker and is pro- 
ductive of more cordial relations between the worker and 


his employer. 
Industrial Relations Service for Small Plants 


It is comparatively easy for the large industrial estab- 
lishment to install industrial relations departments and 
to man them with qualified personnel. The small indus- 
tries, where the need is relatively as great, cannot each 
afford to employ such a full time personnel. Much can 
be done by the management distributing the functions 
among themselves and so specializing in each in addition 
to their other duties, as to become qualified. Where, as 
in the case of the medical and surgical relief work, the 
qualifications of the management do not permit of their 
assuming such duties, arrangements may be made with 
industrial physicians for part time service, installing 
under trained nurses emergency relief rooms. Certain 
industrial insurance companies are advertising in con- 
nection with their group insurance plans, free service in 
various fields of industrial relations. Some manufac- 
turers associations are providing salient features of such 
programs to their members. In some instances, industrial 
physicians organized on a partnership basis are serving 
their local industries in plant hygiene, safety, and med- 
ical and surgical relief. In other instances large corpora- 
tions with many small plants widely scattered, have estab- 
lished a central department in their main office from which 
the managements of the small plants receive advice and 
direction and through which contacts are made with local 
or other technical engineers and physicians for consulting 
service to the local plants. 

For the average small plant where the foregoing 
methods are not applicable, industrial relations if main- 
tained must needs be an organized, cooperative effort. 
If the Waterbury plan for centralized employment is 
feasible, so also will a like plan associated with a cen- 
tralized office be feasible for a group of plants not com- 
petitors in the production of the same manufactured out- 
put. If medical and surgical relief can be administered 
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by a partnership of industrial physicians, it can be ad- 
ministered and directed by a centralized office of special- 
ists employed on a salary basis by the group of plants 
themselves. It is the part of constructive management, 
for small industries to organize their own joint industrial 
service department with their own director selected by 
them and subject to a supervisory committee representing 
each plant. In each such service department, the techni- 
cal personnel of hygienists, physicians, engineers, and 
employment specialists, can be of the highest talent ob- 
tainable because the cost of their maintenance can be 
distributed among a sufficient number of plants to make 
the cost to each slight. 

The program for such joint department differs in no 
wise from that for the larger plants. It is determined 
by the needs of each unit. But the concentration of 
directing forces and the service of specials in engineering 
and medical capacities assure adequacy of supervision, 
elimination of unnecessary experimentation, and coopera- 
tion among plant superintendents to the end that stability 
of employment is increased, and competition for employees 
among plants reduced. 

The difficulties that suggest themselves in the establish- 
ment of a joint service are more fanciful than real. 
Careful discrimination in the selection of the personnel, 
and careful supervision of their activities after they have 
been selected, insure a fair cost distribution, impartial 
supervision and planning, no discrimination in the place- 
ment of workers, and no disclosures of trade secrets. 
The crowding of small plants by the larger plants in the 
same field, the inducements for employment with such 
larger plants presented by better working conditions and 
more careful attention to workers’ interests, the economical 
installation of safeguards required by law, the elimination 
of unnecessary costs previously cited, and the establish- 
ment of an efficient, contented force of employees are 
problems which cannot be met without great expense, un- 
less there is a common pooling of interests in the field of 
industrial relations. By a joint industrial relations plan 
small industries may secure the highest technical skill 
in industrial management at a minimum expense. 





Red Cross Make Medical Survey of Haiti 


Lieut.-Col. John Swan has recently returned from the 
Dominican Republic and Haiti, where he was sent by the 
Fourteenth Division of the American Red Cross to make 
a survey of sanitary and general health conditions. He 
reports an urgent need for help. “The Dominican peasant 
is in great need of modern medical treatment and sanitary 
housing,” said Lieutenant Swan. “Many communities lack 
all medical and nursing care. The medical profession is 
small and, with few exceptions, inadequately trained. 
There are no modern hospitals and no nurses. Immediate 
steps should be taken to fight social diseases, hookworm, 
malaria, and yaws, to establish anti-tuberculosis measures, 
and to teach personal hygiene. There is every opportunity 
for the pioneer in all fields of philanthropic endeavor.” 

For the past four years the United States has taken 
an intimate interest in the affairs of the island. Under 
the administration of the Navy and the Marine Corps, 
revolutions have been prevented and the activities of ban- 
dits held in check. Roads, telegraph and telephone lines, 
and schools are being established. Public philanthropic 
measures, on the other hand, are greatly needed. 





Train not thy child so that at the age of thirty or 
forty he shall have to say this great work could I have 
done but for lack of a body.—Emerson. 
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INSTRUCTION IN HANDCRAFTS AND DESIGN 
FOR HOSPITAL PATIENTS 


By SUSAN C. JOHNSON, Director of Occupation, Montefiore Home 
and Hospital and Country Sanitarium, and Lecturer in Occupa- 
tional Therapy, Teachers College, Columbia University 


Before planning any course in therapeutic occupation 
it is essential that the principles and purposes of such 
occupation be clearly defined. 

The principle upon which all therapeutic occupation is 
based is the simple psychological one of diversion and 
substitution. The sick mind, as well as the mind of the 
sick person, especially where there is enforced hospital 
residence of long duration, will run in channels of un- 
wholesome, morbid, egoistic, and unconstructive thought, 
and a vicious circle of worry, confusion, and negative 
thinking will be established. 

To divert the mind from these destructive tendencies, 
to substitute normal interests and constructive activity, 
and crystallize them into right mental habits is the gen- 
eral purpose of therapeutic occupation. This principle is 
especially applicable to the treatment by occupation of 
psychiatric and neuro-psychiatric cases. However, in ad- 
dition to this purpose of aiding in the cure of mental 
disease and of creating a favorable mental state for the 
cure of physical sickness, there is also the physiological 
principle of restoring functional power to stiffened joints, 
contracted muscles, and injured nerves, through exercise 
which is applicable to the treatment of orthopedic cases 
by occupation. 


Condition Determines Type of Occupation 


While treatment by occupation may be based upon 
psychological principles in the early convalescent stage 
in amputation cases, it should have educational value dur- 
ing the later and prolonged stage of healing, and this 
should in turn give place to the retraining of new 
groups of nerves and muscles to perform the functions 
of nerves and muscles of lost members: a training in 
adaptation under new and difficult conditions. The 
economic advantage of being able to turn to account long 
periods of hospital residence by making it an opportunity 
for education, also has its therapeutic value. 

As the specific purpose of therapeutic occupation 
changes with the class of the disability, so will it change 
with the particular condition of the individual during any 
stage of progression from sickness to health, and his 
social, intellectual, industrial and educational status are 
all factors in determining the purpose and the kind of 
occupation to be prescribed. 

In the early days of éonvalescence with most cases and 
throughout certain mental illnesses, the occupation may 
necessarily be informal in character and solely recrea- 
tional or diversional in purpose, as for example, games, 
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dancing, or some very simple form of manual work. But 
aside from the general need for recreation with the above 
mentioned exceptions, therapeutic occupation should be 
formal and constructive and should have educational 
value. It should be regularly and systematically carried 
out by trained specialists under the supervision of the 
physicians, for habit training is one of the valuable “by- 
products” of therapeutic occupation. 


Wide Range of Subjects Included 


In order that occupation shall fulfil its best therapeutic 
possibilities, it must necessarily include a wide range of 
subjects to fill the needs of all classes of patients in all 
stages of disability. Handcrafts have a special thera- 
peutic value as they afford occupation which combines the 
elements of play and recreation with work and accom- 
plishment. They give a concrete return and provide a 
stimulus to mental activity and muscular exercise at the 
same time, and afford an opportunity for creation and 
self-expression. These qualities make handcrafts an im- 
portant factor in arousing normal and unegoistic inter- 
ests, as they give pleasure and satisfaction through the 
opportunity for producing some useful article, and by the 
employment of color and decoration, they satisfy the de- 
sire for ornamentation which is universal and elemental. 

Simple technical processes are employed in handcrafts, 
which may demand concentration and yet are without 
complexities and confusion, and the handcraft may be so 
selected as to admit of graded physical exertion and 
exercise, and to act either as a sedative or a stimulant 
to emotion and nervous energy. 

Although vocational training is not within the province 
and purpose of therapeutic occupation, a pre-vocational 
purpose with certain groups and individuals has a thera- 
peutic value; for the thought that time spent in convales- 
cence may count toward advanced placement in industry 
has a tonic effect which builds up courage and voluntary 
effort and overcomes hospitalization. 


Pre-vocational Value in Handcrafts 


The more formal handcrafts, if rightly taught, have 
large pre-vocational value; for example, jewelry making, 
which is particularly suited to tuberculous and cardiac 
patients, offers many well paid opportunities as a voca- 
tion, and the art industries offer opportunities for the 
artisan and the artist, both in work which is purely 
mechanical and in that which requires creative ability. 

Although much that is trivial, useless, and ugly may 
result when handcrafts are taught by untrained and un- 
skillful instructors, if the instruction is in the hands of 
qualified and competent persons the product will always 
be worth while in itself, will have an intrinsic and a mar- 
ket value, and may be sold or traded for some material 
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benefit to the patient or his dependents; and this again 
has therapeutic value. Dr. Herbert Hall has said, “There 
is no tonic like a sale.” 

The regaining of self-confidence, satisfaction in accom- 
plishment, the direction of thought into wholesome and 
normal channels, and graded physical exercise producing 
a healthful tired feeling without overstrain which in turn 
brings its demand for relaxation, rest, and sleep, are all 
factors within the therapeutic value of handcrafts. 

In contrast, academic and commercial subjects must be 
conceded to have less therapeutic value because they are 
complex instead of simple; they induce mental activity 
alone and give no opportunity for self-expression or crea- 
tive work, which is a form of play and recreation. 

Certain routine occupations which provide exercise for 
muscles only and call forth little or no mental activity 
or self-expression may become drudgery, kill all initia- 
tive and spontaniety, and fasten upon the patient a state 
of dependence and hospitalization almost as surely as 
idleness itself. For example, a woman in a state institu- 
tion who is found to be useful in sewing buttons on cloth- 
ing may be kept at this monotonous occupation until it 
becomes drudgery, automatically performed, and stultify- 
ing to the mental activity; whereas rightly directed as a 
step in graded training, this activity may lead to an im- 
proved condition. Sewing buttons might well be one step 
in a series toward development, and a proper occupa- 
tion, as such. In other words, it is not so much the par- 
ticular occupation selected, but rather the selecting of it 
with regard to the proper work-diagnosis and prescrip- 
tion that matters. 


Specific Values of Handcrafts 


Probably no single handcraft has any greater thera- 
peutic value than another, but certain ones have specific 
values in special applications. For example, weaving can 
be planned to provide straightforward work, simple 
enough in its technical process to eliminate worry and 
confusion, and yet demanding attention which prevents 
its becoming purely mechanical. Its rhythmical repetition 
of motion produces a quietude of mind conducive to rest 
and relaxation, while the introduction of pattern and de- 
sign prevents monotony and allows considerable oppor- 
tunity for self expression or ingenuity, which stimulates 
constructive mental activity. Its mechanical process can 
be so adjusted as to give arm movement only and it may 
be carried on with the use of only one hand; or it can 
be arranged to demand coérdination of eyes, hands and 
arms; or again of eye, hand and arm, and foot movement. 

It can be carried on with no equipment other than a 
heddle—(a series of fine strips of wood or metal set at 
equal distances apart and having holes bored at equal dis- 
tance to form a straight line of perforations)—and the 
yarn from which the selected article is to be made; in 
which use it offers a fascinating bed or chair occupation. 
Weaving for men had better be confined, however, to the 
use of a loom, and generally the larger looms on which 
carpet, matting, and rugs are woven. Other occupations, 
of a less feminine kind, should be provided for male bed 
or chair patients. 

It has been my experience to see patient after patient 
of the chronic neurologic class with little or no control of 
arm or leg,—who came to the occupation room literally 
with fear and trembling,—become so interested in weav- 
ing a rug and in getting stripes or other design in proper 
place that he forgot his disability and unconsciously em- 
ployed the disabled member; and so gained strength and 
courage for other occupation with surprising rapidity. 
The fact that one finished rug might be exchanged for 
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material for another, which might belong to the patient, 
and be specially planned for wife, sweetheart, mother, 
sister, or nurse, made greater the incentive and the satis- 
faction. These became important factors in the patient’s 
restoration to health. 

The product of weaving will be of good commercial 
value if it is good in design and color, but weaving affords 
little or no prevocational training worth considering for 
men, save in few and exceptional cases. 

Basketry is a most popular occupation, and this is no 
trivial consideration for the occupation teacher, whose 
duty it is to make the initial contact with the patient. 
To meet and overcome dense apathy or positive opposi- 
tion will call for all the advantage that can be gained 
by being able to offer an attractive occupation. The 
popularity of this craft probably lies in its simple techni- 
cal process and the promise of quick returns for time 
spent. It grows rapidly under the hand and soon results 
in a useful product. Basketry, like weaving, can be so 
planned as to provide a suitable bedside occupation, but 
it should also be directed toward the making of the larger 
commercial types of baskets whenever the condition of 
the patient admits. This occupation is suitable for wheel- 
chair patients and can be so adjusted as to give graded 
exercise of arm, shoulder, back, and even abdominal 
muscles. 

Chair-caning and rush-seating are crafts closely re- 
sembling basketry in their technical processes, but the 
chance for muscular exercise is much more restricted in 
these occupations. Basketry and chair seating, taken to- 
gether, may provide useful and fairly remunerative occu- 
pation for wheel-chair patients in a stationary state of 
chronic illness. 

Although the product of clay modelling under usual hos- 
pital conditions must generally be a comparatively trivial 
one, this occupation has considerable therapeutic value in 
orthopedic conditions involving the hand, finger, and arm 
muscles and nerves. The use of self-hardening clays 
allows the production of permanent articles without “fir- 
ing,” a highly technical process, and the occupation has a 
primary place in providing hand and arm exercise through 
the manipulation of plastic material offering a fair degree 
of resistance. Pottery is a highly technical process to be 
carried on only under expert directions. 

Wood-work and metal-work are both crafts which have 
an important place in the list of therapeutic occupations. 
Their chief value lies in their appeal to the mechanical 
instinct common to most men and especially to the young 
American. Whereas the foreign man can be interested 
more easily in occupations generally looked upon as 
feminine,—work with the needle for example,—the Ameri- 
can man, at least as soon as he begins to lay aside his 
“coddling” clothes after illness, turns with greater interest 
to occupations which answer the “call of the muscles,” and 
generally to those which call forth mechanical ingenuity. 

While wood carving, other knife work, and jigsaw work 
may be carried on at the bedside, both wood and metal 
have their greatest value for ambulant patients, when 
carried on in a well equipped shop. Under these condi- 
tions and always under expert instruction and medical 
guidance, they may provide all the psychological and 
physiological benefits to be had from occupation for a 
therapeutic purpose. 

Woodwork may range from toy making to fine cabinet 
work, and metal work may begin and stop with the mak- 
ing of toys and other small articles from discarded tin 
cans, for its diversional value; or it may go on to light 
construction in copper, brass, and iron, or be directed to 
expert craftsmanship in the making of jewelry. The tin 
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toy work calls forth much ingenuity and is full of the 
element of play, which is a desired factor in therapeutic 
occupation. Jewelry work leads to a light and lucrative 
vocation. 


The Question of Work for Mental Patients 


The advisability of allowing mental patients the use 
of tools is an open question. But it has been successfully 
demonstrated that, under watchful care, more good than 
harm is a probable result. The question also arises as to 
the suitability of noisy occupations for patients suffering 
from nerve diseases. Here, again, experiment has proven 
that a personal contribution to the din of a wood-work or 
metal-work shop eliminates all distress which the non- 
participating observer might experience. 

At a certain hospital in France which was situated 
within the sector of action, neuro-psychiatric patients who 
at first ran away as fast as heels could carry them from 
the din of the work shop returned again and again to look 
on, curiosity or interest overcoming dread, and they were 
not satisfied until they themselves were sawing, hammer- 
ing, soldering and filing and,—judging from the pande- 
monium of sound,—vieing with others in making all the 
noise possible. And they stuck to it voluntarily day after 
day with every evidence of improvement under the normal, 
though noise-laden, atmosphere of such a shop. 

Within my personal experience, I have seen young 
tuberculous men take up jewelry-making on a schedule of 
one-half hour daily assignment of time, increase this to 
four hours daily and continue without a break for a 
period covering three, four, six or eight months. There 
were always more patients desirous of taking up metal 
work than we could accommodate. The product of the 
occupation was easily disposed of at established market 
prices, and the workmanship of each patient, with few 
exceptions, compared most favorably with that of the 
output from schools where the pupils were in normal 
physical condition. 

In addition to the interest it arouses and the provision 
which it makes for graded physical exercise, jewelry work 
and light metal work are particularly suitable occupations 
for tuberculous patients because they are freed from any 
suggestion of being mediums for transmission of germs. 
Not only does this suggestion of safety tend to reassure 
the general public but the necessary process of “pickling” 
in reality renders the product germ-free and the product 
may be so handled as to reach the public in this condi- 
tion. 


In Regard to Design 


Design is fundamental in the production of all hand- 
crafts except a few minor ones which, with strict inter- 
pretation, can hardly come within the field of craftsman- 
ship, and the instructor of handcrafts who plans any 
craft-work must understand the principles and applica- 
tion of both constructive and decorative design and of 
color harmonies. 

Design is also most important as an educational subject 
and may have therapeutic value for those who take in- 
terest in esthetic values. Industrial and commercial de- 
sign promises to take a larger and more important place 
in the post-war progress of the country, but the advisabil- 
ity of teaching applied or decorative design to hospital pa- 
tients is to be questioned. The amount of educational value 
to be gotten from this, subject during any usual term of 
hospital residence would probably be small at best, and 
comparatively few persons of any average hospital group 
would be benefited by an occupation calling for special 
talents or tastes. 
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The idea that the patient should plan his own designs 
for the product of his occupation is fallacious. As much 
pleasure and chance for personal taste may be had by 
allowing a choice from among a number of good designs, 
or from several groups of colors harmoniously combined, 
as from the haphazard, so-called, original use of design 
and color. A good designer in the occupation staff will 
do much to prevent waste of material and the perpetra- 
tion of horribly ugly results, and will at the same time 
provide for increased appreciation of the beautiful by 
patients whose lives have been barren of real beauty. 

Color has a marked therapeutic value but this will in 
no wise be decreased if its use is controlled by a trained 
director. The small percentage of patients for whom 
design is likely to have an especial appeal should not be 
denied its benefits, but for the mass of patients, espe- 
cially when the subject is presented technically rather 
than as a training in appreciation, it will have little value. 
For the few it probably has greater therapeutic value 
than any other academic subject. 


Element of Time to Be Disregarded 


Any course of study in handcrafts for disabled men 
which is planned for any specific length of time must 
necessarily be largely problematic, except for men whose 
health condition has reached a state of considerable 
stability, for interruptions by relapse, treatment, and 
variable nervous and mental conditions render any esti- 
mate by time undependable. Then too the time element 
is a dangerous one to put in the foreground of therapeutic 
occupation, for any tendency to crowd men who are sick 
enough to be in a hospital will be detrimental to their 
improvement. Even the setting of a time limit for any 
particular group of projects to be completed will some- 
times produce too great unconscious nervous strain. This 
does not mean that the time element should be eliminated 
but that it should be in the mind of the teacher rather 
than the patient, and that accomplishment should be 
measured by the strength of the individual, instead of by 
any fixed output for any given period. 

However, “disabled men” might mean crippled or other- 
wise handicapped men still resident in hospitals but who 
were “waiting” cases and had reached fairly stable or 
stationary conditions. For such as these, the subject- 
matter, the methods of instruction, and the time pre- 
scribed for the course of instruction might well be those 
planned for adults in any regular technical school. 

Equipment for shops where handcrafts are to be carried 
on in a formal way should duplicate equipments used in 
trades and art industries or industrial schools. Good 
tools, proper equipment, proper supplies, and convenient 
and sufficient work space will prove an economy in the 
long run from conservation of time and energy. 

The following outline presents an analysis of therapeu- 
tic occupation as carried on for the past two years (omit- 
ting a few crafts to be added in 1920) at Montefiore 
Home and Hospital, New York City, and at the Monte- 
fiore Country Sanitarium. The former is a general hos- 
pital for the chronic sick, and the latter a sanitarium for 
the tuberculous. The occupation departments of both are 
under the direction of the writer. 

This outline furnishes a type for occupation in similar 
hospitals. 


Purposes of Occupation 


Whereas the main purpose of occupation in both the 
city and the country institutions is therapeutic, in certain 
cases and with certain groups, the character of the occu- 
pation may be educational or pre-vocational. 
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ANALYSIS OF PURPOSE OF OCCUPATION AS APPLIED IN 
MONTEFIORE CITY AND COUNTRY INSTITUTIONS 





Class 
of Patients Purpose Character 
I—General cases in 
city institution.. 
(a) Patients having 
; little chance of 
improvement ... Alleviating Diversional 
(b) Patients having 
good or fair : 
prognoses ..... Tonic and pre- fducational or 
ns Mg pre-vocational 
tion 
II—Cardiac and tuber- 
cular cases .... 
(a) Acute cases or 
advanced cases with 
poor prognoses ..... Alleviating Diversional 
(b) Cases with fair or 
good prognoses. Educational Pre-vocational 











Young patients from Tonic or preven- 
all classes who have tive of hos- 
fair or good prog- pitalization. 

noses . Educational 


WARD OCCUPATION AT CITY INSTITUTION 
General Chronic Cases, Women 


Older Patients Younger Patients 
Institution sewing Making women’s and chil- 
mending dren’s wearing apparel 
Knitting—Red Cross work, Dress and household em- 
articles for personal com- broideries, crocheting, 

pensation—shawls, wash knitting. 
cloths, caps, sweaters, etc. 
General Chronic Cases, Men— 
Basketry, netting and knotting. 
Drawing and lettering. Small leather work. 
Cardiac Women— 
Dress and household embroideries. 
Artificial flowers, millinery ornaments. 
Lamp shades, bead work. 
Cardiac Men— 
Basketry, chair-caning and rush-seating, netting and 
knotting. 
Leather work. 
Tuberculous Men and Women— 
Short, simple and light projects, selected from any of 
the occupations listed for the shop. 


SHoP-WoRK 


For all patients able to come to the shop, except those 
from South Wards. 


Pre-vocational 








and 


1. Basketry. 10. Dress and household em- 

2. Wood-work. broidery. 

3. Painting, Staining and 11. Lampshade making. 
Decorating. 12. Artificial flowers and 

4. Rug-making. millinery ornaments. 

5. Weaving. 13. Bead-work—bags, dress 

6. Tin-work, toys, etc. ornaments, etc. 

7. Netting. 14. Mechanical drawing, de- 

8. Chair-seating. sign lettering, and sign 

9 and show-card writing, 


. Machine and hand sew- 
ing. pamphlet binding, print- 
ing and jewelry. 
BEDFORD SANITARIUM 
Shop work.—Basketry, weaving, woodwork, leatherwork, 
beadwork, jewelry and small metal work, tool making, 
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cement and unglazed pottery (especially for lamps), lamp 
shades, sewing, dress and household embroidery. 

Outdoor Work.—Gardening. 

School-room work.—Stenography, typewriting, business 
English, bookkeeping, show-card and sign writing, draw- 
ing. 

ANALYSIS OF THE INDUSTRIAL VALUE OF THE SEVERAL 

OCCUPATIONS 

Occupations suitable for cottage industries for the heav- 
ily handicapped.—Basketry, weaving, chair seating, rug- 
making, toy-making, in tin and wood, lampshade making. 

Occupations for reentrance into established trades or 
commercial work.—Leather work, beadwork (handbags, 
etc.), jewelry and toolmaking, artificial flowers, lamp 
shades, sewing and embroidery, sign and showcard writ- 
ing, printing and pamphlet binding, typewriting, stenog- 
raphy and bookkeeping. 

Occupations useful to the institution.—Netting, sewing, 
chair caning, and sign writing. 

The cost of production of many kinds of articles and the 
problem of disposal of products is increased in proportion 
to the variety, but a number of occupations is desirable for 
the benefit of the patient. Therefore, if the output of 
various occupations can be turned into the production 
of a single class which will include several lines of occu- 
pation, a conservation of time and expense will result; 
e. g., electric lamps may include wood turning, metal work, 
basketry, cement and unglazed pottery, lamp shade mak- 
ing (which in itself includes drawing and design), sew- 
ing, cardboard construction and weaving of special fabrics. 





CLINIC FOR FUNCTIONAL RE-EDUCATION OF 
THE DISABLED—REPORTS 


The first annual report of the Clinic for Functional Re- 
education of Disabled Soldiers, Sailors and Civilians has 
recently been published. The useful work that this insti- 
tution has accomplished in the fields of functional restora- 
tion and occupational therapy is clearly summarized, and 
the booklet is given added interest by the illustrations that 
show the various types of mechanical apparatus used in 














Hydrotherapeutic department at the Clinic. 


the clinic. There are pictured the electrotherapy and 
massage departments, the hydrotherapy department, with 
its “whirlpool” baths, the Tait McKenzie mechanical ap- 
paratus for strengthening wrists and hands, the various 
measuring devices for recording the daily improvement 
of the patients, and the simple occupations given to pa- 
tients while they are still in bed. 
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The ankle that helped this man over the Hindenburg line will help 
carry him into a good job after reconstruction in this novel ap- 
pliance. 


The Clinic for Functional Re-education of Disabled 
Soldiers, Sailors and Civilians was founded in July, 1918, 
By Mrs. Carlos de Herdia under the direction of Dr. W. 
Gilman Thompson. While it was established principally 
for the returning disabled soldiers, it was also the inten- 
tion of the clinic to take care of the civilian cripple, Dr. 
Thompson states in his introduction to the report. The 
clinic has been so successful with the war cripple that 
it is to be continued on an enlarged basis for the indus- 
trial cripple. It maintains forty-five beds, but at one 
time this number had to be increased to fifty-six to accom- 
modate a large number of U. S. Marines. 

Patients are referred to the Clinic through the Bureau 
of War Risk Insurance, the Red Cross, the U. S. Public 
Health Service, the U. S. Naval Hospital, the U. S. 
Marine Hospital, the Federal Board for Vocational Edu- 
cation, U. S. Employees’ Compensation Committee, acci- 
dent insurance companies, railroad corporations, and in- 
dustrial corporations. A number of private patients have 
also been treated, some from distant cities. 

The clinic maintains a large volunteer force in con- 
nection with its paid staff. 

The report of the clinic names four particulars in 
which it claims to be unique: 

1. It continues the work of functional restoration 

where the ordinary hospital care terminates. 

2. It is more completely equipped and organized for its 

special work than any other institution in the coun- 
try. 








Room in the electrotherapy department. 
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3. It was the first institution of its kind ready to 
receive and treat disabled service men returned from 
the war,—soldiers, sailors and marines. 

4. It is the only institution in which industrial cripples 
and disabled service men are treated together. 

The illustration in the booklet of “a typical industrial 
cripple,” with its accompanying caption, throws more 
nght on the useful work done at the clinic than a treatise 
on the subject could possibly do. The caption for the 
photograph of the cripple sweeping the room tells us: 
“This man lost both forearms in a quarry explosion. He 
was discharged, ‘cured’ from a general hospital and for 
five years sat on a curbstone grinding a hand-organ 
and begging. On coming to the clinic he was fitted with 
artificial arms and taught how to use them and become a 
Wwage-earner again.” 


TRAINING IN OCCUPATIONAL THERAPY 

The course in occupational therapy at Milwaukee- 
Downer College was begun in the fall of 1918 as an 
emergency war course. Originally it was eighteen weeks 
long and consisted of extensive work in design and crafts, 
and lectures by prominent physicians and specialists. 


The students who took this first course were preparing 
either for government work in military hospitals or for 
work in civilian hospitals under the 
Junior League of Milwaukee. 

At present there is a growing need for well trained 


auspices of the 








Occupational therapy class in weaving 


workers in the civilian field; state institutions, tubercu- 
losis sanataria, insane, general, and children’s hospitals 
afford the opportunities for this work, which has proved 
to be of great value to these various kinds of patients. 
It seems to be a work especially adapted for women. 

In view of all this, the course was continued at Mil- 
waukee-Downer after the needs of the government in 
military hospitals had been met. In the emergency this 
short intensive course had seemed best, but it was evident 
that civilian needs could not be met by the necessarily 
superficial course of eighteen weeks. It is only when her 
training in occupational therapy has a sound scientific 
basis that the worker gets the best results. Consequently, 
a longer course was planned, with the purpose of supply- 
ing this sound training. 

In general, this comprehensive course consist of work 
in theory and crafts from October first to June first, and 
then twelve weeks of hospital work under a competent 
director. Among the lecture courses given in the thirty- 
two weeks of study are courses in physiology, in abnormal 
psychology, and in the theory of occupational therapy. 
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Physiology includes kinesiology, applied anatomy, sani- 
tary science, and special lectures on heart disease, tuber- 
culosis, and orthopedics. The abnormal psychology lec- 
tures include conceptions of insanity, functional and 
organic disorders of the central nervous system, with 
special emphasis on neurasthenia and the mental condition 
of all sick people. The course in theory of occupational 
therapy includes the application of occupational treatment 
to all pathological conditions, hospital ethics and conduct, 
and organization and administration, a department of 
occupational therapy. 


Therapeutic Value of Crafts Emphasized 


Various crafts are taught, always with emphasis on 
the idea that these crafts are not ends in themselves 
but are of value only as used to meet the immediate 
mental and physical needs of the prospective patient 
through his interest in them. Weaving, for example, 
is a craft that has a varied interest and advantage for 
the patients. Bead looms must be used sparingly, as they 
are hard on the eyes, but there are bead looms with varied 
possibilities, and in certain cases a foot-power loom is 
invaluable. Basketry is very helpful for many patients, 
and so the students learn to work with reed, raffia, and 
pine needles. Bookbinding is another indispensable craft, 
for a great deal can be done for patients with portfolios, 
boxes, booklets, and mending of old books. Metal work, 
including the elementary and more advanced processes of 
jewelry and silversmithing, is another important part of 
the course. Among the articles designed and made by 
the students are chains, buckles, key rings, pins, rings, 
inkstands, pen trays, book ends, and bowls. As wood- 
working is very useful in general and tuberculosis hos- 
pitals, much time is given to this in the course. Students 
must learn how to care for, sharpen, and use all the 
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tools of the average shop, learn to make toys, boxes, 
stands, and bed trays, and to do simple cabinet work. 
There is also a course designed especially to stimulate the 
student’s resourcefulness and ingenuity in calling into 
sudden use any one of a number of odd craft occupations, 
such as tatting, braiding, square knotting, and cardboard 
weaving. Along with this work and as a necessary com- 
plement to it go the important studies of mechanical 
drawing and design. The occupational therapeutist who 
encourages the choice of artistic objects to be made (how- 
ever crude those objects may be) is thereby contributing 
an important element to the treatment of the patient. 
She should not subordinate her esthetic training to her 
psychological training, but rather realize that the thera- 
peutic result will be best realized if the patient is busy 
with an object of beauty (so far as is possible), as well 
as with an object that gives him the right kind of exer- 
cise. In other words, it is not farfetched to say that the 
psychological and esthetic purposes should coincide. Other 
things being equal, that patient will be most benefited who 
is working on an object of harmonious pattern, from which 
he is deriving the fullest mental and physical exercise. 

This thirty-two weeks’ course is followed by twelve 
weeks of hospital training under an experienced occupa- 
tional therapeutist in a local hospital or sanatorium, such 
as Columbia, Children’s County Institutions, and others. 
Upon the satisfactory completion of this work, the student 
is awarded her diploma. 

Occupational therapy is a work open to mature women. 
College graduates, craft workers, and teachers have had 
good preparatory experience for the work, but others 
also become good occupational therapeutists. In general, 
the essentials are a pleasing, cheerful personality, a re- 
fined, well-groomed appearance, and common sense. This 
last item includes many necessary qualities: for one thing, 
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Class in woodwork at Milwaukee-Downer. 
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a design sense, and the taste and judgment to choose 
always the least ugly thing; for another, the craft sense, 
which must be related in occupational therapy to thera- 
peutic needs; for another, inventiveness in gaining a 
patient’s interest, leading him to the right exercise, and 
devising a craft or tool when there seems to be nothing 
to work with; executive sense, enabling one to direct 
occupational therapy in wards or workshops; and finally, 
obedience—intelligence and willingness to follow the doc- 
tor’s orders for the patient’s exercise, and cooperation in 
hospital routine. 

There are certain obvious advantages in giving such a 
course as this one in occupational therapy in a college. 
Chief among .these is the cooperation obtainable from 
various academic departments of the college. At Mil- 
waukee-Downer College, the required course in mechan- 
ical drawing was given by the professor of mathematics, 
while the important work in physiology and crafts was 
offered by members of those departments. In addition, 
this college has been fortunate in having the advice and 
lectures of a specialist in occupational therapy, and of 
prominent physicians, surgeons, and psychiatrists of Mil- 
waukee. 


PROMOTION OF OCCUPATION THERAPY 


The New York State Society for the Promotion of 
Occupation Therapy was recently organized for the gen- 
eral purpose of promoting the use of occupation for its 
therapeutic, social, and economic value. It is a branch 
of the National Society for the Promotion of Occupation 
Therapy and an outgrowth of that organization. 

The specific aims are to aid in the establishment of 
new centers of occupation in both general and special 
hospitals, in clinics and in public and private homes; to 
help in maintaining standards in methods, in training of 
occupation teachers, and in technical processes; and to 
secure a stronger support and more active interest in 
occupations for the sick from the nursing and the medi- 
cal profession and hospital social service organizations, 
especially, and from the general public. 

An invitation to membership in the society is extended 
to those who are active in this field, and also to those 
who wish to help in the support of such work as the 
society proposes to carry on. 

Correspondence should be addressed to Miss Ruth 
Emory, 124 E. 28th St., N. Y. City. 








RESEARCH IN FIELD OF OCCUPATIONAL 
THERAPY 


Through the generosity and understanding of a friend 
of occupational therapy, it has become possible to estab- 
lish at Marblehead, Massachusetts, in conjunction with the 
work of Devereux Mansion, so capably conducted by Dr. 
Herbert J. Hall, a small experiment station for the study 
of the problems of invalid occupation. The plan is to 
maintain a studio and workshop where designers and 
craftsmen, unhampered by the demands of teaching, may 
work out ideas and suggestions for hospital industries. 

The general value of regulated work in convalescence 
and in long continued disability is firmly established. But 
the time is coming soon when those who are directing this 
branch of medicine will be called upon to prescribe with 
increasing accuracy, and when the work of patients will 
have to be standardized and improved in design and qual- 
ity. The sponsors of this experimental shop are interested 
in all phases of occupational therapy, but specially in 
the development of new occupations which will be elastic 
enough to meet the varied requirements of invalids and 
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which will at the same time result in really valuable 
products. 

There will be a small permanent staff of designers and 
craftsmen and probably a rotating staff of occupational 
aides who can leave their active teaching long enough 
to work out their own problems under favorable condi- 
tions. 

The new shop is devoted wholly to the advancement of 
occupational therapy. Any profits which may come from 
the sale of tested materials or of finished products will 
be turned into the plant or used toward scholarships for 
visiting teachers. 

It would seem as though there were very definite use 
for such a centre, but if the new venture is to have full 
value and effectiveness it must secure the cooperation 
of everyone interested in occupations for invalids. 

Teachers and others are invited to send in ideas and 
suggestions which will be studied and developed when- 
ever possible, and which, if used, will be acknowledged 
in future bulletins. 





SOME TRADES TAUGHT DISABLED MEN 


A series of studies on the suitability of certain trades 
and on the training which will fit disabled men for those 
trades has been appearing recently in the Inter-Allied 
magazine which is published at Paris under the title 
Revue Interalliée pour l’ Etude des Questions intéressant 
les Mutilés de la Guerra. These articles have been con- 
tributed by Dr. Charles Vallée, the medical director of the 
large school for disabled soldiers in the Grand-Palais in 
Paris, and are based on the experience of the school. The 
latest discusses the trade of barber and hair-dresser.’ 

Both barbering and ladies’ hair-dressing, the article 
states, can be practiced by men who have an artificial leg, 
a club foot, or a shortened or stiff leg, but men who have 
lost both legs, or who are prevented by paralysis or other 
injuries from standing are limited to work on false hair 
pieces. Slight injuries to the hands and arms, such as 
amputation of the little and ring fingers, bone grafts in 
the left arms, and other similar mutilations, do not debar 
a man, nor does radial paralysis, or drop wrist, when the 
patient is fitted with an appliance which makes a grip 
possible. A former barber who has lost an eye can go 
back to his trade, but a new man with only one eye can- 
not be successfully trained. Trephined cases, if not para- 
lyzed, find making hair pieces a good, quiet, sedentary 
occupation. 

A detailed outline of the instruction in the various 
branches of the trade given at the Grand-Palais is in- 
cluded in the article. Of eighty-one men trained since 
the class opened, fifty are said to have passed the guild 
examination in competition with normal men. 





LIGHT REGULATES PLANT LIFE 

The tropistic theory of Loeb, which assigns to so-called 
instinctive reactions a physiologic basis, seems to find con- 
firmation in the analogous discovery by government ex- 
perts that plant life depends on light rather than on 
temperature for nourishment and the periodicity of flower 
and fruiting seasons may be absolutely controlled by the 
regulation of the hours of daylight. 

Eventually it may be found, according to W. W. 
Garner and H. A. Allard, scientists to the Bureau of 
Plant Industry, that the animal organism also is capable 
of responding to the stimulus of certain day lengths. 


1. Long, E., and Charles Vallée. L’art de la coiffure. Revue 
interalliée pour V’Etude des Questions interessant les Mutilés de 
la Guerre. Paris, 1919, il, 114-130. 
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=a] VENEREAL DISEASES AND THE HOSPITAL 


Conducted by ALEC N. THOMSON, M.D. 
Director, Department of Medical Activities 


The American Social Hypiene Association, 105 W. Fortieth St., 
| New York City 
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THE VENEREAL DISEASE CAMPAIGN _ IN 
RETROSPECT 


In the January, 1920, issue of the Journal-Lancet, Dr. 
H. G. Irvine, director of the Division of Venereal Dis- 
ease, State Board of Health, Minnesota, has an article 
entitled “The Venereal Disease Campaign in Retrospect,” 
in which he reviews and comments upon various phases of 
the general campaign as now being carried out throughout 
the United States. During the first two years of the 
original public health campaign for the control of syphilis 
and gonorrhea, effort was centered first on the army, then 
on the army, navy and community, and following the armis- 
tice became almost entirely civilian. The program, which 
in the beginning was based almost entirely on theory, is 
now standardized and generally accepted throughout the 
country, although different phases of the work have been 
employed in various places. After commenting further 
upon the special attention paid by the army and navy to 
law enforcement as regards prostitution, Dr. Irvine gives 
a table compiled by Lieut. French of the Sanitary Corps. 
This table has been illustrated in graphic form by the 
American Social Hygiene Association, in using Lieut. 
French’s figures elsewhere: 





7 LAW ENFORCEMENT LESSENS THE NUMBER OF EXPOSURES 
| 























The above chart affords a graphic illustration of how the Judiciary 
can prevent the spread of syphilis, gonorrhea and chancroid. 


“It is quite obvious that with prostitution going on 
openly, there will be more exposures, and just as with 
any communicable disease, the number of cases depends 
on the number of exposures. It is also of interest to note 
from this table that the amount of disease is quite con- 
stantly proportionate to the number of prophylactic treat- 
ments. This is indicative that it is rather a false premise 
to figure that one could disregard the number of expo- 
sures providing prophylaxis were taken. This observation 
was disconcerting to many army officials who saw no need 
of any repressive measures until they found that as the 





prophylactic rate for their command went up, so also did 
the venereal disease rate. 

“It is now generally accepted that enforcement of law 
is sound public policy, so far as venereal diseases are con- 
cerned, and that no mistake was made in emphasizing this 
part of the program.” 


Need of Curbing Danger to Public Health 


Further comment regarding examination and detention, 
or quarantine of prostitutes, is made in connection with 
law enforcement. Dr. Irvine feels that the importance 
of this procedure has been vastly over-emphasized; that 
more money has been spent than this phase of the cam- 
paign warrants, because, while theoretically, with proper 
social service, the woman does not return to a life of pros- 
titution, practically the greater number of the women who 
get into the courts are old and confirmed offenders. Work 
of this character has a value, but should not be overesti- 
mated, its greatest worth probably being the educational 
demonstration of the amount of disease existing among 
prostitutes and their possibilities as carriers. 

“The point to be emphasized is not the need of treating 
them, but of permanently putting them out of business 
as the only means of curbing their danger to health. 
Money spent in securing and supporting some sort of 
reformatory where prostitutes can be sent for indeter- 
minate sentences, receive vocational instruction, and later 
be placed out under parole, will result in more construc- 
tive work and be more justified. At the same time, the 
feeble-minded ones should be weeded out and put under 
permanent custodial care. It seems logical, therefore, that 
the medical care and quarantine of prostitutes should be 
only incidental, and that money should be spent on really 
constructive work rather than on the palliative. 


State Reporting, Vital Function in Disease Control 


“Virtually every state has adopted some system of re- 
porting. In fact, it was necessary that they do this in order 
to receive their share of federal money. It is quite obvious 
that in most states reports are not at all indicative of the 
amount of disease. Lack of reports means a tendercy 
on the part of the medical profession to disregard law, 
to fail to grasp the social side of medicine, and to a 
certain extent a direct lack of cooperation in carrying on 
an important national movement.” 

After making some comparative comments upon report- 
ing as compared to the incidence of venereal disease as 
shown by the draft, and showing that most states are 
gradually increasing in the efficiency of their notification 
schemes, Dr. Irvine concludes that reporting will ulti- 
mately give us some worth-while figures. He further 


shows that with proper cooperation, reporting offers a big 
opportunity for locating sources of infection in both pro- 
fessional and clandestine prostitutes. 
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“We have attempted to emphasize in Minnesota the 
importance of this work, and our social service department 
is handling more than a hundred cases a month from 
information of this type secured from report cards. Many 
of the older men who have not kept informed as to modern 
social service possibilities, fail to realize the opportunity 
offered through the report system to hold or return de- 
linquent patients. Reporting is undoubtedly a necessary 
and valuable part of the program, but there remains a 
great deal of educational work to do before it will be 
as worth while as it ought to be. 


Educational Work Important 


“The educational work is a valuable item; it will no 
doubt react on different people in different ways. On some 
it will have a deterrent effect and possibly prevent expo- 
sure; on others it may not deter, but may bring them to 
early treatment or prophylaxis, and so prevent infection. 
On most people it will at least have the effect of giving 
them an idea of the need of early, continuous and adequate 
treatment, and it will no doubt assist materially in get- 
ting people to take treatment and to continue it. All of 
the work is undoubtedly having an educational effect on 
the profession. Many men are paying more attention to 
their cases and are making a decided effort to become 
better informed and to give their patients better service.” 

“State laboratory service has been made an important 
part of the campaign in most states. This is a very 
valuable service, both to physicians and patients, but it 
must be properly safeguarded. Both physicians and laity 
still need education in interpretation of laboratory find- 
ings. When it is so easy for a man to take a specimen 
of blood and send it in to the State laboratory, it is 
more than likely that many physicians will be diagnosing 
syphilis entirely on the Wassermann. Warning has been 
given on this point again and again in the literature, but 
experience indicates that it still needs to be emphasized.” 

The necessity for careful taking of specimens, rendering 
of reports, interpretation of the reports in relation to clin- 
ical findings, similar points with regard to the Wasser- 
mann test, and also the examination of smears, are 
discussed. 


Interpretation of Laboratory Findings 


As free laboratory service is increasing, so must the 
ability of the physician to interpret be improved. The 
patient must not be informed that a negative report 
means cure, nor must a single positive report, uncon- 
firmed by clinical findings, be considered sufficient for a 
diagnosis. Warning is given that unless great care is 
exercised, and proper educational propaganda carried on, 
laboratory service has possibilities of greater harm than 
good. Dr. Irvine then concludes as follows: 

“Nearly all states have distributed free arsphenamine, 
and the value of this needs little comment. This makes 
it possible for any patient to get the number of doses 
needed instead of being limited to the number he can 
afford to pay for. In Minnesota we distributed approxi- 
mately 3,000 ampules from June, 1918, to June, 1919. 
For the most part, this has gone to dispensaries and hos- 
pitals, although we have offered at all times to supply 
private physicians if no charges were made for services 
in giving it. 

“In addition to the regular dispensaries, which have been 
organized to a considerable number during the past year 
or two, there is a great need for some sort of consulting 
or advisory clinie to which the private physician can send 
patients for examination for spirochaetes or for gonococci, 
and for clinical diagnosis, and for a nominal fee can get 
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expert opinions and suggestions for his patients. Some- 
thing of this sort must be offered if we are going to 
secure for patients generally the advantages of early 
diagnosis and early treatment. 


Dispensary Service Valuable 


“The emphasis that has been placed on the need for 
more dispensary and hospital facilities for venereal dis- 
ease was well timed, and without doubt great good has 
been accomplished by this part of the program. The 
organization of hundreds of evening dispensaries is espe- 
cially valuable, and literally thousands of patients are 
now getting service at these dispensaries instead of self- 
prescribed drug store, or quack treatment. Five evening 
dispensaries were organized in Minnesota last fall, and 
they now see nearly 300 patients at each session. There 
is, I think, one danger in this connection that ought to 
be stated; namely, that in the endeavor to get a large 
number of dispensaries started, the all important need 
of competent treatment will be forgotten. It can be said 
that there is no particular value in treatment unless 
it is good treatment, and the decision should rest with 
trained men. It will be a sorrowful mistake for boards 
of health to think that any man can be placed in charge 
of these clinics, and produce results. The treatment of 
syphilis and gonorrhea is still sufficiently complex to de- 
mand a specialist’s service, at least in consultation. 

“As a whole, I think there is no question that great good 
has come from the campaign against venereal disease. 
For its continued and further success, there is needed 
greater cooperation of the medical profession, more edu- 
cational work, both with physicians and laity, and a dis- 
tinct need for trained men to take an interest and to 
place their services in some way at the disposal of the 
official agencies carrying on their work.” 


HEALTH WORK PAYS DIVIDENDS 


After ten years of intensive health work among its 
policyholders, the Metropolitan Life Insurance Company, 
which insures about one-fifth of the United States popu- 
lation, has issued a statement showing that through the 
health work the company saved 2.18 deaths for each 
1,000 policyholders exposed—a reduction of 17.9 per cent 
deaths in eight years. This reduction, in terms of lives, 
equals an annual saving of 27,500 policyholders exposed. 
This amounts in dollars and cents to a saving of 


$5,000,000 each year in death claims. The saving 
is most apparent in those diseases and age groups 
where the educational campaign and nursing serv- 


ice has been directly applied: for example, the acute infec- 
tious diseases of children, such as measles, scarlet fever, 
whooping cough, and diphtheria, were decreased 46.7 per 
cent; typhoid fever, 69 per cent; tuberculosis of the lungs, 
33.1 per cent. The Metropolitan Life Insurance Company, 
in its public health work, spends less than one-fifth of 
the money saved to the company in death claims. These 
figures prove conclusively that public health work pays, 
not only in lives, but in dollars and cents. 


French Birth Rate Decreases 


According to the recent report submitted by the Amer- 
ican Red Cross headquarters at Lille, the birth rate in 
France has decreased from 4,900 in 1913 to 600 in 1918— 
a total loss of 15,000 births during the war. Sixty per 
cent of the school population are in impoverished health, 
and 40 per cent showed signs of ganglionary or pulmonary 
tuberculosis. Out of 210 children examined in one school, 
only one was in good health. 
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SUSPENDED CEILINGS IN HOSPITALS 


To the Editor of THE MoperRN HOospPIitTAc: 


I wish to ask a question with regard to suspended ceil- 
ings in hospitals. In planning a hospital building, I 
proposed using a system of suspended ceilings quite gen- 
erally throughout the hospital, designed in such a way 
that all pipes were covered. The consulting engineers 
protested vigorously against doing this and referred to a 
well-known research laboratory in which it was found 
necessary to leave all pipes exposed; the engineers con- 
tend that the same construction should apply to hospitals. 
It seems to me that a network of overhead pipes would 
collect more dirt and would require more cleaning than the 
cost of possible repairs would warrant. ARCHITECT. 


Engineers who favor the exposure of all pipes take a 
position which is the obvious one from the engineers’ 
standpoint. A pipe, they say, is a modified part of a 
machine; repairs to any part of a machine may become 
necessary; why, therefore, cover it in and thus make it 
inaccessible? The research laboratory to which the engi- 
neers referred is no doubt constantly altering its plumbing 
system, and, like all such laboratories, doubtless has had 
trouble with its supply and drainage pipes. The experi- 
ence of such a laboratory, however, is not that of every- 
day hospital practice. 

In a hospital building all pipes are not alike, nor are 
all rooms alike in their use, requirements, or sanitary or 
esthetic values. Exposed pipes spoil the looks of any 
room; but this is of more importance in a patient’s room 
than in a laboratory or workroom, and therefore distinc- 
tions may logically be made. Moreover, pipes that are 
connected with fixtures in workrooms are more liable to 
abuse, stoppage, or leaks, and are actually more numerous. 

One should always make an effort to cover in horizontal 
pipes in operating rooms, wards and private rooms. I 
regard this as a sanitary necessity. It is desirable, but 
not of equal sanitary importance, that as many vertical 
pipes as possible in such rooms be covered. When pipes 
are thus enclosed, however, either in hanging ceilings or 
in chases, they should be made accessible at short intervals 
through trap or hand doors. 

The pipes that are most liable to abuse and stoppage 
are, in my experience, the drains connected to bed pan 
sinks and water-closets; the former are about five times 
more liable to stoppage than the latter. Bed pan drains 
should always be accessible and should be exposed if they 
cannot otherwise be made reasonably accessible. Waste 
pipes attached to cleaners’ sinks merit similar treatment. 

Next in order as sources of trouble are laboratory 
drains and kitchen drains. These, in my experience, are 
nothing like so troublesome as the waste pipes connected 
to fixtures in utility or sink rooms. 

In the case of laboratories, alterations are frequently 
called for, and this prospect should be borne in mind. 
This does not necessarily mean that the main supply and 
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waste lines of the laboratory must be fully exposed in 
continuity throughout the building, but rather that in and 
about the laboratory itself, opportunity should be given to 
make local changes in the location and number of fixtures 
and in their connections, without cutting walls, floors or 
ceilings. S. S. GoLpDWATER, M.D. 





MUNICIPALLY OPERATED HOSPITALS 


Editor, THE MODERN HOSPITAL: 

Q. What are the principal arguments pro and con, con- 
cerning municipally operated and municipally aided hos- 
pitals? HEALTH OFFICER. 


A. In actual practice the dangers that a municipal hos- 
pital encounters are chiefly these: (a) lack of public ap- 
preciation of the functions of the hospital, and hence in- 
sufficient appropriations; (b) laws which fail to prevent 
the hospitals from abuse by political partisans; (c) a dis- 
position on the part of the best elements of the community 
to hold aloof from the municipal hospital or hospitals, 
and to give their support and countenance to private hos- 
pitals. A voluntary hospital, on the other hand, is quite 
likely to be organized to satisfy the professional ambitions 
of a group of physicians, or the social ambitions of a 
group of citizens, as to give intelligent expression to well- 
considered principles of philanthropy and social service. 

A municipal hospital is apt to be large and, therefore, 
to present the possibility of adequate interdepartmental 
organization; the private hospital, as a rule, is small (at 
least for many years after its beginning) and its dimin- 
utive size tends to interfere with the proper organization 
and grouping of clinical services and with the proper and 
economical development and supporting laboratory service. 

If a municipality is disposed to grant appropriations for 
the partial support of voluntary hospitals, it is highly de- 
sirable that certain safeguards be thrown around the 
process. The voluntary hospitals that are assisted should 
of course, be subject to municipal supervision and to a 
certain measure of regulation. They should not be so far 
controlled as to make it impossible for them to develop 
individuality or to try out experiments in construction 
or administration. 

Grants of public funds to private hospitals should be 
limited in such a way that at least half of the support of 
the voluntary hospital is derived from private sources; if 
this is not done, the trustees of the hospital are apt to 
lose a proper sense of responsibility, and to be chosen 
from non-contributing, irresponsible classes. In other 
words, the voluntary hospital which is in part supported 
by the municipality should be mainly voluntary and only 
secondarily municipal. Municipal grants should be ap- 
plied under such terms that will influence the private hos- 
pital to tie up with the municipal system in a co-ordinated 
scheme of hospital development, calculated to meet the 
whole need of the community. S. S. GoLpwatTer. M.D. 
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PHYSICS FOR NURSES 
By MINNIE GOODNOW, R.N. 

This recent text book by Minnie Goodnow, R.N., is a 
commendable attempt to aid in meeting a decided need 
in the academic curriculum of the student nurse. 

Certainly it is not possible for any nurse to accomplish 
intelligently the duties pertaining to her profession with- 
out an understanding of some of the fundamental facts 
of physics. The task of selecting from the whole field 
of physics the facts that seem to be of greatest import- 
ance and to have the most vital bearing in the nursing 
work, and of condensing these facts with their applications 
into the limited space of 189 pages, is one that requires 
considerable insight and discernment. This task Miss 
Goodnow has accomplished most creditably. 

The book follows the usual procedure of entering into 
the discussion of physical principles with applications in 
the fields of mechanics, pneumatics, hydraulics, heat, light 
sound, and electricity. The applications are decidedly to 
the point and drawn from phenomena which are a part of 
the common experience of the average nurse. For in- 
stance, the application of mechanics in obstetrics; the 
bearing of the principles of pneumatics in the function- 
ing of the breast-pump; the cupping glass and the breath- 
ing act; the application of principles of sound to the mak- 
ing of sound by the vocal chords and receiving by the 
ear,—these are only a few of the opportunities taken to 
enlarge the vision and understanding of the nurse through 
the elementary study of physics. 

Any text book, especially in science, should aim to 
avoid confusion in the mind of the student as far as pos- 
sible, and to give clear cut impressions. This is accomp- 
lished in the book under discussron, first by the admirable 
clarity of presentation of subject matter by the author; 
second, by the splendid illustrations used; third, by the 
arrangement of the text—to topical arrangement, the 
paragraphing and type tending toward general attract- 
iveness and readableness. 

One is struck with the length of the summaries at the 
end of the chapters. They seem more space-filling than 
necessary, as the chapters themselves are so brief and 
so summary like in their style and method of presentation. 
Eighteen pages of summary for a total of 168 pages of 
subject matter seems somewhat out of proportion. 

Altogether, this Physics for nurses should receive the 
welcome it deserves in the addition it brings to the avail- 
able and useable books for use in Training Schools for 
Nurses. It is to be hoped, however, that the time will 
come when there will be a greater realization of the need 
for a more intensive study of physics with a resulting de- 
mand for a text adequate to that need. 


*Philadelphia and London: W. B. Saunders Company, 1920. 


BURDETT’'S HOSPITALS AND CHARITIES 
The Year Book of Philanthropy and Hospital Annual. By 

Sir Henry Burdett, K.C.B., K.C.V.O.* 

In the thirtieth year of its publication, the 1919 Bur- 
dett’s Hospitals and Charities contains a comprehensive 
report of the whole field of charity—hospitals, asylums, 
mental and charity institutions, from Orphanages to Homes 
for the Dying—in the British Empire and the U. S. A. 
The volume has perhaps more than usual interest, as it 
is the first issue since the termination of the war, and 
contains the audited figures of hospitals and charities 
for the war year, 1917. Some idea of the breadth and 
scope of the British hospital program during the war 
as well as of the general effect of the war on permanent 
charities, may be gained from this volume. 

The sweeping changes following in the wake of the war 
include extended reorganization in the field of charity. 
The basis for such changes and the results attendant upon 
them may be gathered from the detailed information con- 
tained in this book. There has been much discussion re- 
cently concerning the voluntary hospitals of England, and 
the possibility of extending the hospital service to in- 
clude the great middle class, who up to the present have 
neither been able to pay for the best professional service, 
nor receive it at the hands of charity organizations. A 
chapter in Burdett’s volume gives in full the important 
facts showing the position of the voluntary hospitals in 
England, as well as the audited figures and actual finan- 
cial position of the voluntary and war charities of the 
British Isles. The increase in income and expenditure 
during twenty years of hospitals, dispensaries, convales- 
cent homes, missionary societies, orphanages, homes, 
charities, institutions for the blind, deaf and dumb, and 
chronic incurable cases, is calculated. 

Among other essentially important facts set forth in 
this volume are those dealing with medical education in 
London Hospitals, past, present, and contemplated, and 
the future service of some of the principal London Hos- 
pitals. The reorganization of the teaching of medicine 
and surgery in Great Britain with regard to the latest 
scientific theories of preventive medicine is also treated. 
A description of suggested and possible clinical units and 
hospital extensions is included, and the plan for the selec- 
tion of poor-law buildings and the substitution of state 
hospitals, is described. 

In addition to accounts of the working and present 
position of the principal hospitals and charities in Austral- 
asia, Canada, South Africa, Egypt, India, and the United 
States, as well as of British hospitals abroad, statistics 
and reliable information and facts of all sorts concerning 
hospital and charity field are set forth in simple form. 


*London: The Scientifie Press, Limited, 1920. 











A DIABETIC MANUAL 


For the Mutual Use of Doctor and Patient. By Elliott 
P. Joslin, M.D., Assistant Professor of Medicine, Har- 
vard Medical School; Consulting Physician, Boston City 
Hospital; Collaborator to the Nutrition Laboratory of 
the Carnegie Institution of Washington, in Boston; 
Formerly Lieutenant-Colonel, M.C., U. S. Army. Sec- 
ond Edition, thoroughly revised.* 


As stated on the dedicatory page, the object of this 
book is “To Help Make the Home Safe for the Diabetic” 
and without doubt the author has done much toward the 
fulfillment of this object. 

In the first chapter, diabetes is discussed in such a way 
as to give the intelligent patient an understanding of the 
disease, and of the causes and general principles to be 
observed in treatment, so far as is now known. The 
responsibility of the patient for his condition is made 
clear—but not in terms that lead to discouragement. 

Dr. Joslin states that mental relaxation and physical 
exercise are important, as well as dietetic treatment, and 
one chapter is devoted to hygiene for the diabetic. 

Most helpful information is given in composition of 
foods, body requirements, body weight, and weight pecu- 
liarities, as well as directions for computation of diet, 
making urine tests, and other details of treatment. There 
are, also, tables of food materials, menus, and recipes 
with comments and suggestions which are good. Possible 
complications and other things to be considered in con- 
nection with the treatment of the disease are also given 
attention. 

To the patient this book will be of value because of the 
information it gives in convenient form. It will aid the 
physician and the dietitian very much in their efforts to 
educate the patient and will also serve as an excellent 
guide; to the teacher of dietetics. It will furnish reliable 
practical material for either class work or experimenta- 
tion. 





SANITATION FOR PUBLIC HEALTH NURSES 


(The Fundamentals of Public Health.) By Hibbert Win- 
slow Hill, M.B., M.D., D.P.H. Late Director, Division 
of Epidemiology, Minnesota State Board of Health, 
M.O.H. of London, Canada; and professor of public 
health, Western University; now executive secretary, 
Minnesota Public Health Association. Author of the 
“New Public Health.”** 


As Public Health work is receiving so much attention 
of late it is highly desirable that reliable information be 
given in a form which may be understood by one not 
familiar with technical terms. Dr. Hill has met this need 
very well. Though the book was written primarily for 
public health nurses, it will be found helpful to one who 
is teaching subjects relating to sanitation as well as to one 
who is doing practical work in sanitation and public 
health. 

The relation of hygiene and sanitation to the prevention 
of disease and promotion of health is discussed briefly in 
the first chapters, but in a way which offers a founda- 
tion for the other material. Communicable diseases are 
treated more in detail, attention being given to the more 
prevalent forms. Recent theories in regard to these dis- 
eases are included in the directions for treating them. 

Since nutrition is so fundamental a part of health, it 
is to be regretted that this subject was not taken up more 
specifically. That Dr. Hill realizes the importance of this 
subject is shown in the following statement which he 
makes: “The bulk of the race is, even today, far from 
having complete knowledge of the principals of proper 


*Lea and Febiger, Philadelphia and New York, 1919. 
**The Macmillan Company, New York, 1919. 
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feeding, and even farther from consistent practice of 
them.” 

There is a chapter on Food and one on Water, but the 
definite relation between nutrition and health deserves 
more emphasis. 

The nurse, the dietitian, the teacher, and extension 
school worker, and the home-maker will all find this book 
helpful. 





THE NATION'S FOOD 


By Raymond Pearl, Ph.D., Sc.D., Professor of Biometry 
and Vital Statistics, School of Hygiene and Public 
Health, Johns Hopkins University. Sometime Chief of 
the Statistical Division, U. S. Food Administration. 
6 Octavo of 274 pages.* 


The Nation‘s Food, by Dr. Raymond Pearl, is a statis- 
tical study of the food problem, comprising material which 
was accumulated by the author while he was in the service 
of the Food Administration. 

There is no attempt to discuss or in any way elaborate 
upon the facts set forth but the data is by no means as 
dry and uninteresting reading as we usually find statis- 
tics to be, nor is the interest confined to one group of 
investigators. 

The information available in this comparatively small 
voiume will be of significance to the economist and 
sociologist as well as to the nutritional physiologist, and 
perhaps of even more significance to the student of agri- 
cultural and commercial problems. The author speaks 
of himself as a hod carrier bringing to these various 
specialists carefully made bricks, believed to be solid and 
true. 

Explanations of tables and methods used in collecting 
data are given briefly but in statements which make the 
reader desirous of following the tabulations, and state- 
ments relating thereto. 

In the chapter on the Consumption of Human Food in 
United States, there is a general application of the facts 
previously given, for example, the uniformity from year 
to year of the consumption of food as compared with the 
production, exports and imports; the degree to which sev- 
eral classes of food contribute to the nutritional intake, 
as a whole; the importance of maintaining the nation’s 
resources in various food materials, “unless we are pre- 
pared to face the alternative of a radical and funda- 
mental alteration in the established dietary habits of the 
people.” 

This book should be in the library of every hospital. 





A LABORATORY HAND-BOOK FOR 
DIETETICS 


By Mary Swartz Rose, Ph.D., Assistant Professor, Depart- 
ment of Nutrition, Teachers College, Columbia Uni- 
versity.** 


A Laboratory Hand-Book for Dietetics, by Mary 
Swartz Rose, has proved its worth, and though it was 
first published in 1912, the teacher and practical worker 
still find it one of their best friends in laboratory work. 
The latest printing of this hand-book is dated 1919. The 
author states in the preface that the purpose of the book 
is to “explain the problems involved in the calculation of 
food values and food requirements and the construction 
of dietaries, and to furnish reference tables which will 
minimize the labor involved in such work without limiting 
dietary study to a few food materials,” and this purpose 
has been accomplished. It is not surprising that one finds 
this hand-book in every well equipped laboratory. 








*Philadelphia and London: W. B. Saunders Company, 1920. 
**New York and London: Macmillan Company, 1919. 









